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ABSTRACT 
Background: Pain is a universal factor and a common human experience. Pain 
management has been increasingly recognized as an important indicator of the quality of 
health care. In the last decade, there has been heightened awareness that pain management 
needs to be a priority for all health care settings and clinicians. It is considered unethical to 
allow patients to suffer from pain without adequate treatment efforts. However, in spite of 
various pharmacological and nonpharmacological treatment efforts, there is evidence to show 
that patients continue to report inadequate pain management. Therefore, health care 
professionals need to know how patients account for satisfaction and dissatisfaction with pain 
management because patients' experiences of pain are personal and culturally situated. 
There is also a need to understand patient-related factors to satisfaction with their pain 
management and study the variables that could predict patient satisfaction with pain 
management particularly among postoperative patients. 
Aim: The present study was designed to examine the correlates and identify predictors of 
patient satisfaction with pain management. 
Methods: A total of 157 postoperative patients undergoing scheduled abdominal surgery 
participated in the study. Data were collected within 72 postoperative hours in the form of 
face-to-face interview using structured questionnaires including the modified American Pain 
Society Patient Outcome Questionnaire (APS-POQ-Modified), The State Anxiety Inventory 
(STAI), The Multidimensional Health Locus of Control Form C Scale (MHLC) and modified 
version of Patient Satisfaction Questionnaire (PSQ-Modified). Data was analyzed using 
descriptive statistics (frequency, percentage, mean, standard deviation), correlation and 
regression analyses. 
Results: The patients complained of varying degrees of pain during the 24 hours prior to the 
assessment of their pain. The mean score of current pain, worst pain and average pain were 
3.57 (S.D. = 2.23), 7.11 (S.D. = 2.06) and 4.5 (S.D. = 1.69) respectively. The mean score of 
patient satisfaction was 27.28 (S.D. 二 4.05). Results of correlations demonstrated significant 
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inverse relationships in pain intensity, state anxiety, beliefs about pain, pain interferences and 
patient satisfaction. However, there were significant positive correlations between patient 
satisfaction and MHLCI, MHLCD and MHLCO. The stepwise multiple regression analyses 
indicated that the significant predictors of patient satisfaction including (1) MHLCO, (2) 
beliefs about pain, (3) current pain intensity, (4) MHLCI, (5) educational level and (6) the 
worst pain intensity. MHLCO is the largest predictor of patient satisfaction. 
Conclusion: The present findings highlight the need for identifying the factors that 
contribute to patient satisfaction with pain management from the patients' perspective. It 
also suggests that the six predictors identified in the study could assist nurses and other 
health care professionals in planning the perioperative educational programme and 
appropriate interventions, in particular, to postoperative pain management to improve patient 
outcomes. Chinese beliefs or misconceptions about pain is one of the significant predictors 
and correlated inversely with patient satisfaction with pain management. A structured 
preoperative educational programme is recommended to provide patients the information 
about pain control, together with encouragement for patients to be assertive in their pain 
management such as, reporting their pain and requesting for analgesia. It is only through 
their cooperation that nurses and other health care professional could meet their needs as pain 
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Pain is a universal factor and a common human experience. Despite its 
universality, pain is a very complex concept to define and understand even though it is 
one of the most widely experienced and expressed phenomena. Suffering pain 
needlessly raises ethical concerns and is a barrier to the nursing goal of enhancing an 
individual's quality of living (Montes-Sandoval, 1999). It is also considered 
unethical to allow patient to suffer from pain without adequate treatment efforts. 
Background of the study 
It is well recognized that current treatments for acute pain are less than adequate. 
Among the various forms of acute pain, the management of postoperative pain has 
been a concern for many decades (McKintosh & Bowles, 2000). The Agency for 
Health Care Policy and Research (AHCPR) stated that pain is an expected outcome of 
surgery (Acute Pain Management Guideline Panel, 1992a). Despite the increasing 
emphasis on pain assessment and pain management in hospitalized patients, many 
people experience suboptimal management of postoperative pain which continue to be 
documented in the literature (American Society of Anesthesiologists [ASA], 1995; 
Carr, 2000; Chen, Chui, Ma, & Gin, 2001; Nendick, 2000). It has also been 
suggested that between 47% and 75% of all surgical patients experience significant 
postoperative pain (Brasseur, Poisson-Salomon, Lory, Lamy, & Chauvin, 1996; 
Klopfenstein, Hermann, Mamie, Van Gessel, & Forster, 2000). 
These sobering findings prompted a number of subsequent studies designed to 
investigate the factors contributing to such high levels of pain. Such studies 
identified both health care provider factors, such as the tendency to underestimate 
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pain (Camp, 1988) and under-medicate patients for pain (Ferrell, Ferrell, & Van Dam, 
1990), as well as patient-related factors, such as reluctance to report pain (Carr, 1990; 
Lavies, Hart, Rounsefell, & Rimciman, 1992) and beliefs about addiction or other 
adverse effects of analgesia (Wilder-Smith & Schuler, 1992). 
Pain is also an intensely personal experience and as such, it is always 
contextually situated. How someone assigns meaning to the pain experience 
depends upon what is felt, understood, and experienced. Health care providers can 
only understand the dynamic, personal, and private nature of the pain experience 
through interaction with the patient (Ebener, 1997). An understanding of how each 
individual constructs the pain experience should be the basis of assessment and 
management plan. Significant goals in postoperative pain management include 
minimizing or eliminating discomfort, facilitating the recovery process, and avoiding 
complications (International Association for the Study of Pain [lASP], 1992). 
However, inadequate assessment, individual variability in the experience and 
exhibition of pain, poor communication among members of the health care team and 
their patients, negative attitudes toward the use of opioids, and misconceptions about 
pain are the most frequently cited factors accounting for unsatisfactory treatment 
(Drayer, Henderson, & Reidenberg, 1999). Accordingly, ineffective postoperative 
pain management may result in physiological, psychological, ethical and financial 
consequences in terms of both tangible and intangible costs (Acute Pain Management 
Guideline Panel, 1992a). Tangible costs include increased health care expenses due 
to increased length of hospital stay, use of medication, sick leave or residual disability. 
Intangible costs include slowed healing, higher complication rates, dissatisfaction, 
anxiety, sleep disturbance, increased suffering, financial burden due to disability and 
lowered quality of life (Ferrell, 1995). 
The identification of patients at risk of high postoperative pain is a useful 
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strategy to enable individual attention to be given to these patients. Such attention 
may include providing extra analgesia, guidance for those clinicians who minimize 
analgesia on false premises, and assistance with coping (Wilder-Smith & Sdmler, 
1992). Some cognitive and preoperative psychological factors in individual patients 
have been proposed as strong correlates, hence are potential predictors of acute pain 
(lASP, 1992). The achievement of low levels of reported pain severity and of 
pain-related behaviour is, prima facie, an appropriate pain management objective 
(Miaskowski, 1996). 
Significance of the study 
Patients' perceptions of their health, including their level of pain and their 
satisfaction with care, are considered to be important indicators of quality of health 
care (Walker, 1993). Patient determinants of effectiveness of care interventions and 
satisfaction are critical outcome measures used by many institutions to evaluate the 
results of pain management. Patients evaluate the effectiveness of pain management 
and satisfaction from the context of their personal experiences and beliefs. Some 
patients report high satisfaction levels even with unrelieved pain (Miaskowski, 
Nichols, Brody, & Synold, 1994), while other patients report greater pain intensity 
than they expected, had lack of information, inadequate assessment, and ineffective 
pain control (Carr & Thomas, 1997). The differences in patients' reporting of pain 
intensity could be due to clinicians underestimating pain (Field, 1996), over-relying 
on pharmacologic measures (Briggs & Dean, 1998), and prescribing postoperative 
analgesia on an "as-needed" basis rather than "routinely" (Lellan, 1997). In addition, 
differences in analgesic usage by different ethnic groups were also reported by Ng, 
Dimsdale, Shragg, & Deutsdi (1996). Differences may also be attributed to nurses' 
misconceptions about pain and comfort levels desired by patients (Knowles, 1996). 
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Studies also reported that physicians often under-treat pain and nurses 
under-administer analgesics (Malek & Olivieri, 1996; Maxam-Moore, Wilkie, & 
Woods, 1994). In spite of numerous studies, questions remain about patients' 
responses to pain management and the factors that contribute to satisfaction to pain 
management (McNeill, Sherwood, Starck, & Thompson, 1998; Ward & Gordon, 
1996). Although many tools are available to measure the effectiveness of care, the 
exact determinants of satisfaction and dissatisfaction remain elusive (Pellino & Ward, 
1998). While quality improvement process is widely supported as an appropriate 
method; the paucity of studies showing improvement in postoperative pain 
management appears to be partly a consequence of insufficient data upon which to 
base the guidelines on postoperative pain management. 
Health care providers need to know how patients account for satisfaction and 
dissatisfaction to be able to offer effective approaches to pain management. They 
also need to understand how patients evaluate their pain management experiences to 
create an environment for improving patient care outcomes. This study was 
designed to examine the acute pain experience of hospitalized postoperative patients 
in order to identify the predictors of patient satisfaction with pain management and to 
clarify how pain and its management influenced patients to report satisfaction or 
dissatisfaction with pain management. 
There is a growing body of literature which has examined the relationship 
between psychological states and personality variables and the magnitude of 
perceived pain. Examining this relationship, in a prediction framework, is especially 
important with respect to the outcome of patient satisfaction. Additionally, the 
management of pain should be of a primary concern during the recovery process and 
the identification of predictor variables could provide valuable insight for the design 
of intervention programs to improve the standard and quality of pain management as 
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well to reduce the level of patient discomfort after surgery. 
Consequently, nurses' better understanding of individual patient factors related to 
satisfaction with postoperative pain management could address patients' expectations 
and thus, improved quality of care and higher patient satisfaction outcomes. These 
areas are in urgent need of further study to enhance the development of 
comprehensive postoperative care. Accordingly, the aim of this study was to 
examine the correlates and identify predictors of patient satisfaction with pain 





This chapter presents a comprehensive review of the literature which will include: 
an overview of the concepts of pain, types of pain, pain assessment, pain management 
strategies for postoperative patients, issues related to managing pain in postoperative 
patients, and factors affecting patient satisfaction on pain management. The 
psychological and psychosocial factors of pain will also be examined. The chapter 
also presents a review of the correlates or potential predictors of patient satisfaction 
with pain management among postoperative patients. 
Search Strategy 
To highlight the pain experience against patient satisfaction with pain 
management, an extensive literature search from 1980 to 2003 Medline and CINAHL 
(nursing database) to identify all important and classic articles related to pain was 
carried out. The search was restricted to publications in the English language. Key 
search words included pain, postoperative pain, assessing pain relief, pain 
management interventions and outcomes, patient satisfaction, pain intensity, anxiety 
on pain, State-Trait Anxiety Inventory, locus of control, psychological and 
psychosocial factors on pain and pain management attitudes and their various 
combinations. Reference lists of identified papers were examined to identify other 
publications 
6 
Overview of the Concepts of Pain 
Pain is a multidimensional experience consisting of sensory, cognitive-evaluative, 
and affective-motivational components that varies with each individual and each pain 
experience (Melzack, 1983). Walding (1991) argues that pain is not purely a 
physical or psychological experience and that multiple factors affecting pain are 
strongly indicative of this unique and personal experience. Physiological factors are 
affected by the neuroanatomy (A delta & C fibres) and the Gate Control Theory 
(Bowsher, 1993). The psychological factors are influenced by past experiences, 
affective state such as anxiety and emotion, cultural background, sex and cognitive 
development (McGrath, 1993). 
The definition endorsed by the lASP (1979) states that “pain is an unpleasant 
sensory and emotional experience associated with actual or potential tissue damage" 
(p. 250). Pain has both pathophysiologic and psychologic origin and also accounts 
for the sensory, affective and motivational aspects of the experience. Because pain is 
a highly personal and subjective experience, McCaffery's (1979) definition is among 
the most relevant, and widely used in clinical practice, and states that "pain is 
whatever the experiencing person says it is, existing whenever he says it does" (p. 8). 
This definition acknowledges the uniqueness of pain and makes the patient's 
self-report of pain is the single most reliable indicator of pain (Acute Pain 
Management Guideline Panel, 1992a; Jacox, Carr, & Payne, 1994). Both of these 
definitions highlight the fact that pain is highly subjective and that patient's self report 
and description of pain are very important to understanding the pain experience. 
Moreover, pain is a subjective experience that can only be perceived by the 
sufferer. It is a multidimensional phenomenon that can be described by the pain 
location, intensity, temporal aspects, quality, impact and meaning. Pain does not 
occur in isolation. The person's psychological, economic, and cultural contexts 
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influence the meaning of the experience and its verbal and non-verbal expression 
(National Institutes of Health, 1986). All these definitions view pain from a broad 
perspective that includes the subjective experience of the sufferer. However, it 
stands to reason that the management of such a phenomenon should be evaluated by 
the patient. Thus, both clinicians and researchers are presented with the challenge of 
capturing the patient's opinion about pain management as a reflection of quality care 
(Calvin, Becker, Biering, & Grobe, 1999). 
Types of Pain 
There are several classifications of pain. Pain is often classified as either acute, 
chronic nonmalignant or cancer pain (McCaffery & Pasero, 1999a). The most basic 
classification of pain is its duration. Acute pain is time limited resulting from illness, 
surgery, trauma or disease-related tissue damage. It is usually associated with 
autonomic activity, such as tachycardia and diaphoresis, and is relatively brief and 
subsides with healing. It is generally of recent onset and short duration, that is, days 
to weeks and lasts for a maximum of three to six months. In contrast, chronic pain is 
prolonged which endures past the normal duration of tissue damage (usually more 
than three to six months); autonomic activity is usually absent and includes conditions 
such as osteoarthritis, fibromyalgia and persistent cancer pain. Chronic pain can 
lead to functional loss, reduced quality of life, and mood and behavior changes, 
especially when it is not adequately treated (Panda & Desbiens, 2001). 
Increasingly, pain is further classified according to the cause of the pain or 
described in terms of associated physiology. Nociceptive pain arises from tissue 
damage and normal processes carry signals along the nervous system from the 
damaged area to the brain. Nociceptive pain results from disease processes (e.g., 
osteoarthritis), soft-tissue injuries (e.g., falls), and medical treatment (e.g., surgery, 
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venipuncture, and other procedures), and is associated with stimulation of specific 
peripheral or visceral receptors. Nociceptive pain is usually localized and responsive 
to treatment. Neuropathic pain refers to abnormal processes which are caused by 
pathology in the peripheral or central nervous system as a result of nerve damage, 
such as diabetic neuropathies, phantom-limb pain, postherpetic and trigeminal 
neuralgias, and cerebrovascular accidents. Neuropathic pain is more diffuse and less 
responsive to analgesics. It is important to note, however, that these types of pain 
often overlap and are not always clearly differentiated (McCaffery & Pasero, 1999a; 
Wall & Melzack, 1999). All types of pain can have a profound effect on the physical, 
social, psychological and economic well being of an individual. 
Nature of Postoperative Pain 
Postoperative pain is a particular type of acute pain resulting from tissue injury 
(Dodson, 1985) and should diminish as healing occurs. It can have serious adverse 
physical and psychological effects if not relieved, for example, changes in 
carbohydrate, protein and fat metabolism leading to impaired wound healing 
(Alexander & Hill, 1987). The relief of postoperative pain has been shown to be 
beneficial by reducing anxiety and the consequent physiological disturbances that can 
result from the experience of pain (Seers, 1987). 
Effects of Pain 
The physiological, psychological and social responses to pain reflect the 
individuality of the person experiencing it. In fact, there are many factors that can 
affect the experience of postoperative pain, including the nature and site of the 
operation (Bonica, 1985). Dodson (1985) lists a number of other factors, which he 
divides into internal and external factors. Internal factors include personality, 
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anxiety, effect of information, rhythmic changes in pain intensity, age, gender and 
socio-cultural factors. External factors include attitudes of staff to pain and 
analgesia, the response of patients and the ward environment. Due to a variety of 
clinical and personal factors influencing the perception of pain, it is difficult to isolate 
an individual factor and explore its impact on measurement of pain and pain 
management. Measuring these factors also presents many methodological problems, 
for example, the applicability of laboratory studies to clinical situations. Despite 
these multiple problems with viewing pain subjectively, it is important in measuring 
pain that these perspectives be acknowledged and incorporated into any measurement 
strategy. 
Unrelieved pain may be dangerous and is, therefore, unacceptable. Research 
now shows that past attitudes of expecting surgery to hurt, and believing that "pain 
never killed anyone" are no longer justified. Postoperative pain can kill by delaying 
healing and contributing to complications that can be life-threatening, especially in 
older people with pre-existing medical conditions (McCaffery & Pasero, 1999a). 
Increased cardiovascular demands predispose individuals to myocardial ischaemia or 
infarction. Changes in blood coagulation and immobility can increase the risk of 
deep vein thrombosis and pulmonary embolism formation (Cousins & Power, 1999). 
Urine output decreases due to fluid and electrolyte imbalance and energy stores are 
depleted. The gastrointestinal system increases secretions and interstitial fluid and 
decreases motility leading to nausea, vomiting, paralytic ileus and bowel oedema. 
Changes in the respiratory rate and lung volumes may lead to a decrease in 
oxygen-tissue perfusion, atelectasis and respiratory infections (Hamill, 1994). 
Therefore, unrelieved postoperative pain must now be viewed and treated as a 
complication or risk, not as an acceptable consequence of surgery (McCaffery & 
Pasero, 1999a). 
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Factor Influencing Pain Management Outcomes 
Undermanaged Postoperative Pain 
Management of acute pain is an important yet often neglected aspect in the care 
of surgical patients (Ferrante, Ostheimer, & Covino, 1990). Undoubtedly, pain is a 
common accompaniment to many illness situations and impacts on patients' quality of 
life. Despite increased knowledge and technological resources for pain management, 
a growing body of research suggests that many hospitalized patients continue to 
experience pain. Many research has shown that pain prevalence rates amongst 
hospitalized patients vary between 45 and 78% (Desbiens et al., 1996; Gu & Belgrade, 
1993; McKinley & Botti, 1991) with several studies showing that a large proportion 
of patients reporting pain of moderate to severe intensity (Abbott et al., 1992; Balfour, 
1989; Nash, Dewar, Edwards, Fentiman, & Yates, 1993). 
In spite of well-defined interdisciplinary guidelines to manage pain (Acute Pain 
Management Guideline Panel, 1992a), institutional policies and practices insuring 
adequate pain control and improvements in patient outcomes frequently lag behind 
accepted standards (Dalton et al., 1999). Poor documentation of the pain experience 
compounds the problem of poorly managed pain (Briggs & Dean, 1998; Lellan, 
1997). 
The Acute Pain Management Guideline Panel sponsored by the Agency for 
Health Care Policy and Research (AHCPR) concluded that reliance on “as needed" 
intramuscular injections of opioids for postoperative pain management and the 
undertreatment of postoperative pain are common phenomena (Acute Pain 
Management Guideline Panel, 1992a). In surveys of surgical patients, results 
suggest that approximately half of all hospitalized postoperative patients failed to 
receive adequate pain relief (Jacox, Ferrell, Heidrich, Hester, & Miaskowski, 1992; 
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Jurf & Nirschl, 1993). Previous studies also found that the prescription and 
administration of analgesics were inadequate (Kitson, 1994; Tittle & McMillan, 1994). 
This under-utilization of prescribed medications may be related to the fact that health 
care professionals often evaluated pain at lower levels than what patients reported and 
used objective symptoms rather than the patient's self-report to assess the patient's 
pain (Bowman, 1994; Paice, Mahon, & Faut-Callahan, 1995). Consistent with this 
finding, Thomas et al. (1998) found that nurses' estimates of pain severity were lower 
than patients' pain ratings. Besides, it has been noted that patients reported night 
time pain to be of a higher intensity than daytime pain, yet they received significantly 
less medication at night (Closs, 1992). Other negative effects on patients suffering 
from unrelieved pain were high levels of distress and anxiety, pain while moving, 
sleeping and concentrating (Abbott et al., 1992). 
Consequences of undertreated pain include an increased incidence of nausea and 
vomiting (Quinn, Brown, Wallace, & Asbury, 1994), increased predisposition to 
respiratory problems (Williams & Weitz, 1994), mobility complications (Justins & 
Richardson, 1991), extended time spent in the intensive care unit or longer length of 
stay in hospital, and reduced patient satisfaction (ASA, 1995). Brooks-Brunn (1995) 
also found that inappropriate postoperative pain management has also been associated 
with exaggerated deterioration of pulmonary function after surgery. Conversely, a 
comprehensive meta-analysis of 191 intervention studies has shown that increased 
patient education and the use of cognitive-behavioral interventions have led to 
improved surgical patient outcomes (i.e., less pain, less anxiety, fewer complications, 
and shorter hospital stay) (Devine, 1992). 
On the whole, inadequacies in pain control relate to inaccurate assessment of 
pain by staff and undermedication has been documented for at least a quarter of a 
century despite ongoing staff education, pain management protocols and other 
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corrective actions. Accordingly, patient pain management behaviors, such as 
reporting pain and seeking appropriate treatment, become central to effective pain 
management (Jairath & Kowal, 1999). After all, the high prevalence of undertreated 
pain among postoperative patients underscores the need for health care professionals 
to invest time and resources in identifying and treating this population. 
Assessing Pain in Postoperative Patients 
Regulatory reform has emphasized the importance of managing pain and has 
implemented new policies designed to enforce it. The Agency for Healthcare 
Research and Quality (AHRQ), formerly known as the AHCPR took the lead in 
educating caregivers as well as the public. The American Pain Society (APS) 
Quality of Care Committee (1995) as well as the ASA (1995) and the Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO) (2001) has 
published Standards for Pain Management in Hospital Settings. The JCAHO (2002) 
states that all patients have the right to appropriate assessment and management of 
pain and require systematic and regular assessment of pain in all hospitalized patients. 
However, accurate pain assessments using knowledge and skills related to 
physiologic and psychological needs were the key to an effective pain management 
plan. Health care providers can understand the patients' unique pain experience by 
performing a thorough pain assessment. Patients who felt to be included in planning 
treatment understood they had choices on their pain management. Besides, health 
care providers continually checked on patients in preventing the pain from escalating. 
Satisfaction grew from experiences with providers who completed expert assessment 
and reassessment of the patient (Sherwood, McNeill, Starck, Nieto, & Thompson, 
2000). 
A comprehensive postoperative pain management service demands resources and 
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must use the physical and pharmacologic modalities available, while recognizing the 
significant subjective component of any individual's pain problem. The ability to 
recognize the impact of acute pain or an underlying chronic pain disorder requires that 
experience be brought to bear on difficult problems. The active involvement of 
nursing staff and surgeons is essential for the patient to achieve maximal benefit. It 
is incumbent on the pain management service to render efficient, continuous, and 
cost-effective care (Rutter & Tremper, 1997). 
Pain Relief and Patient Satisfaction 
The inclusion of health assessment on patients' satisfaction toward pain 
management is an emerging science (Delbanco, 1996). It is also advocated by the 
APS (APS Quality of Care Committee, 1995) and the AHCPR (Acute Pain 
Management Guideline Panel, 1992a). The interrelationship between pain relief and 
patient satisfaction are frequently used as a measure of pain management outcomes. 
Pain relief is evaluated by patient self-report of pain intensity, interference with 
activities and overall pain. Patient satisfaction measures how well patients' 
expectations were met and their overall perceptions of pain management. However, 
neither measure alone can give an accurate picture. Patients who are in pain and 
who feel that clinicians are paying attention may indicate they are satisfied with the 
care received if they do not know that another better pain management is available. 
Conversely, patients may report pain relief but not feel satisfied with the care received 
(Starck, Sherwood, McNeill, & Thomas，2001). 
Pain relief has been studied since ancient times, but patient satisfaction as an 
outcome measure is a recent focus in health care (Afilalo & Tselios, 1996). Both are 
subjective assessments but fairly good indicators of quality of care. In addition, both 
are dependent on multitudinous factors and measured with similar scales such as 0% 
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to 100% or zero to 10. Patient satisfaction rating is an intentionally subjective, 
personal evaluation of health care services and providers that cannot be determined by 
direct observation. Patient satisfaction information can be an integral part of 
program evaluation or ongoing quality management, addressing various facets of the 
structures, processes and outcomes of clinical care. (Sherwood, McNeill, Starck, & 
Disnard, 2003) 
Indeed, there has been no conclusive evidence to account for patient satisfaction 
with pain management (Pellino & Ward，1998). In spite of unrelieved pain, patients 
often report satisfaction with pain management. Some studies of patient satisfaction 
generally indicate high levels of satisfaction despite concurrent high levels of pain 
(Bookbinder et al., 1996; Calvin et al, 1999; Miaskowski et al., 1994). Other 
studies find an inverse correlation between satisfaction ratings and level of pain 
(Carroll et al., 1999; Kuperberg & Grubbs, 1997; Riddell & Fitcli, 1997) leading to 
the belief that pain relief constitutes only one part of satisfaction with pain 
management (Stahmer, Shofer, Marino, Shepherd, & Abbuhl, 1998). 
Satisfaction with pain management does not necessarily imply that patients 
experienced pain relief. If used in isolation, positive ratings could mislead clinicians 
about the quality of pain reduction and management achieved. Thus, understanding 
satisfaction and pain relief is essential for improving pain management as both patient 
satisfaction and pain relief ratings are multidimensional and influenced by age, 
personal preferences, expectations and cultural background (Sherwood, McNeill, 
Starck, Nieto, & Thompson, 2000). For example, personal expectation can influence 
satisfaction in patients may have low expectations about pain relief. Even less is 
known about the interplay of pain relief and patient satisfaction in ethnic groups. 
For some populations (e.g. Hispanics), cultural variables may influence both pain 
relief and patient satisfaction (McNeill, Sherwood, Starck, & Nieto, 2001). 
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Moreover, many patients still expect severe pain after surgery and may be quite 
pleased to find that it is not as bad as expected (Etches, 1999). Patients anticipate 
and accept the peak and trough pain pattern that results from pro re nata (pm) basis 
analgesia compared to the more stable pain experience provided by around-the-clock 
administration of analgesics (Ward & Gordon, 1994). Perhaps patients' concern 
about being the "good patient" influences accurate self-reporting. Patients appear to 
expect some pain after surgery even with patient-controlled analgesia (PCA) 
(Schwartz-Barcott, Fortin, & Kim, 1994). 
Previous studies demonstrated that high preoperative pain severity, high anxiety 
about postoperative risks and problems, high willingness to report pain, younger age, 
and female gender were correlated multivariately with both worse than expected pain 
severity and low satisfaction, possibly predicting unsatisfactory postoperative pain 
experiences (McNeill et al., 1998, 2001; Thomas et al., 1998). 
Health Locus of Control 
Locus of control (LOC) relates to the location from which an individual 
perceives that control of their life is derived. An individual with an internal LOC 
perceives control of events to rest within themselves; an individual with an external 
LOC perceives control to rest with others (Rotter, 1971). Health LOC relates 
specifically to control over health and health-related events (Wallston, Wallston, 
Kaplan, & Maides, 1976). 
Pellino and Ward (1998) found that patient's perceived control over pain 
management had significant association with higher satisfaction ratings. The more 
control patients felt they had over their pain management, the more satisfied they 
were. Another study demonstrated that greatest satisfaction scores were reported by 
patients who perceived that caregivers showed concern about their pain (Jamison et 
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al., 1997). Both studies indicated that perioperative management of anxiety, 
perceptions, and expectations might prove valuable in improving pain control and 
satisfaction with pain relief. 
Since the introduction of advanced techniques for acute pain control such as 
PC A, some researchers have examined why satisfaction with PCA is high compared 
with conventional methods of opioid analgesia delivery. A number of positive 
aspects about the PCA experience have been identified in addition to enhanced 
feelings of control over pain relief and self-efficacy. These include: not having 
injections (Chumbley et al., 1998), not having to wait for pain relief and not having to 
bother nurses (Chumbley et al., 1998; Taylor, Hall, & Salmon，1996). Therefore, the 
methods of pain control affect patients' perception toward their pain management. 
Nevertheless, a promising new theory applies chronobiology based on a 
time-dependent or chronotherapeutic approach to pain assessment and intervention 
(Auvil-Novak, 1997). PCA provides a mechanism to titrate drug administration 
according to the current analgesic requirement of the patient, allows the patient to 
exert control of his/her own pain management and may alleviate some of the 
psychological stress which aggravates pain perception. The theory postulates that 
analgesic therapy delivered in synchrony with the patient's pain rhythm will enhance 
postoperative outcomes and hasten recovery. 
Health Care Professionals，Attitudes 
A study had shown that clinicians have an impact on patients' pain experience, 
particularly through their interactions with patients. Nurses who affirm a patient's 
pain experience, integrate their knowledge of pain management with their knowledge 
of the patient, interact with caring and presence, respond promptly to requests, and 
offer explanations had a positive effect on patients' pain experience. Many think 
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nurse-patient interaction is the major determinant in patients' satisfaction with pain 
management (Sherwood et al., 2000). 
Nurses control access to pharmacological interventions and may implement 
non-pharmacological interventions independently. Thus, nurses' attitudes about pain 
influence pain management outcomes (Alpen & Titler, 1994; Sherwood et al., 2000). 
However, nurses may also fear contributing to patient addiction, overdose, and side 
effects and may be unaware of or insensitive to the special needs of vulnerable 
populations, such as older adults and ethnic groups (Pasero & McCaffery，1996a). 
One group of researchers developed a report card for institutions to use as a 
self-monitoring tool and an assessment of how attitudes influence pain (Starck, 
Adams, Sherwood, & Thompson, 1997). 
Studies suggest that members of ethnic minority populations are at high risk for 
poor pain management (Cleeland et al., 1994; Ng et al., 1996; Todd, Samaroo, & 
Hoffman, 1993). Likewise, McNeill et al. (2001) indicated that. Hispanic patients 
were treated with less analgesia and assigned lower pain ratings than Caucasian 
patients. The beliefs and attitudes of both providers and patients affect their 
interactions and behaviors. Both older adults and ethnic minority groups may 
assume that the nurse knows about their surgery and, therefore, already is doing all 
that is possible to relieve their pain, or patients may not report pains for them as they 
may believe that pain means something has gone wrong. Nurses may also assume 
incorrectly that patients who do not complain have achieved comfort. Many older 
adults and Hispanic patients are accustomed to being passive recipients of health care 
and need to be educated to take active role in the nurse-patient partnership for 
effective health care (Pasero & McCaffery, 1996b). 
Similarly, there has been speculation that people of Chinese heritage, regardless 
of where they reside, are at risk of inadequate pain management because stoicism is 
18 
highly valued by the Chinese ethnic group. This was confirmed by a study of five 
ethnic groups in Hawaii, which found that the Chinese patients received 
comparatively lower dose of narcotics from nurses (Streltzer & Wade, 1981). Since 
Chinese patients have been considered by many health care professionals to be more 
stoic and less vocal in their expression of pain, they are at risk of undertreatment of 
pain. It is, therefore, important to study postoperative pain from the perspective of 
the patients themselves. While individual factors are probably of greatest 
importance in the treatment of postoperative pain, cultural factors do contribute to the 
treatment variability. In a milieu of undertreatment of pain, some cultural styles may 
be more susceptible to undertreatment than others. Whether this reflects ethnic 
differences in analgesic requirements or reflects cultural bias in treatment remains to 
be determined. 
Fielding (1994) reported that opioid medications often were delayed by nurses 
despite regular analgesic regimens ordered by the physicians. The reluctance of 
nurses to administer pain medication on schedule may be related to their fear that the 
patients may become addicted. This belief is dangerous because nurses can instill 
misconceptions about pain in patients on the basis of their bias. It has also been 
reported that nurses' inference concerning patients' level of pain is heavily influenced 
by their clinical experience and most importantly, by their attitudes toward pain and 
the use of narcotic analgesics. 
Nonetheless, communication and expert assessment skills allow nurses to ask 
patients about their pain in ways that elicit honest and accurate answers. For 
example, a general question will not elicit an accurate assessment if a patient does not 
feel pain when lying still in a certain position yet experiences pain upon movement. 
If clinicians have inadequate knowledge of pain management assessment and 
documentation of pain, pain relief can be inadequate, particularly for complex and 
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sick patients. There may be lack of agreement about treatment goals and worries 
about patients who abuse drugs (Bookbinder et al., 1996). Failure to understand 
individual variances in response to pain and the amount of analgesia required, lack of 
assessment, and poor quality management compounded the problem (McNeill et al., 
2001). 
Multiple interventions result in better outcomes than any single approach. 
Effective plans depend on circumstances, interaction, environment and a 
multidisciplinary approach. Experts, however, agree on one thing - the nurse is the 
leader for effective assessment and management of postoperative pain and for 
building a rapport that includes the patient as a partner (Sibbald & Roland, 1998). 
Barriers to Effective Postoperative Pain Relief 
Pain management can be a complex clinical process and there are many factors 
that can influence it, including both patient-based and caregiver-based factors. 
Patient-based factors include concern of being labeled a hypochondriac or complainer, 
fear of the meaning of the pain in relation to disease progression or prognosis, worry 
about healthcare costs, sensory changes associated with aging that impair 
communication, and dementia. Even more possible explanations are patient and 
family member-related barriers, such as fear of addiction or side effects, patients' 
desire to be a 'good' patient or possibly a misconception about the inevitability of 
pain (Meuser et al., 2001; Ward et al., 1993). Besides, caregivers often have 
insufficient knowledge about pain management, and health care providers have been 
found to share the mistaken belief that pain is a part of the normal aging process and 
avoid using opioids for fear of potential addiction and adverse side effects (Wells, 
Kaas & Feldt, 1997). 
Several essential factors contribute to the problem of ineffective pain relief. 
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Variation in patients' requirements for analgesics may sometimes lead to 
overmedication but much more commonly to undertreatment. Excessive concerns 
about side effects of opioids and about addiction also result in the current 
undertreatment of postsurgical pain. Moreover, stoic patient acceptance of pain as 
an inevitable consequence of surgery in spite of specific questioning revealing that 
pain may be more severe than anticipated and cause sleep deprivation. Lack of 
quality assurance measures such as frequent pain assessment and its display on beside 
chart or nurse station as well as lack of physician or nurse accountability for 
inadequate pain treatment are the contributing factors. 
Patients' reluctance to alleviate postoperative pain in spite of advances in 
treatment has not been understood (Hawkins & Price, 1993). Patients continue to 
wait until pain is severe before asking for analgesic intervention or not report pain at 
all (McNeill et al., 1998). Pain is both variable and more severe in the first 48 hours 
after surgery, and, too often，it is ignored by clinicians after this period (Carr, 1990). 
Patients who undergo the same surgical procedure report widely varying degrees of 
pain, which can be affected by age, culture, anxiety, expectations, and participation in 
care. 
The problem of inadequate pain management is patients' concerns about 
reporting pain and using analgesics. Winefield et al. (1990) demonstrated that some 
patients after surgery suffered significant postoperative pain, apparently related to 
their fear of addiction and reluctance to ask for extra analgesic help. Nurses were 
more convinced than patients should have more control of their own pain relief. 
Barriers to adequate pain control in hospitalized patients may be twofold: a lack of 
knowledge concerning particular pain assessment skills along with misconceptions on 
the part of health care professionals, and the patients' reluctance to report pain and to 
take prescribed opioids (Von Roenn, Cleeland, Gonin, Hatfield, & Pandya, 1993). 
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Wills and Wootton's (1999) found that Hong Kong Chinese patients with cancer 
experience inadequate pain control during hospitalization that pain increases with the 
severity of their illness and that Hong Kong Chinese patients share the same 
misconceptions and concerns related to the use of analgesics as their Western 
counterparts. Since there is a lack of published data in this area, one of the aims of 
the present study was to assess patients' postoperative pain experience and the status 
of acute pain management in order to identify the misconceptions and concerns 
related to postoperative pain in a group of Hong Kong Chinese patients. 
Psychosocial Factors Influencing Patient Satisfaction 
The relationships between demographic variables and patient satisfaction with 
pain management in postoperative patients have been widely studied. Gender 
(Thomas et al., 1998; Ure et al., 1994) and age (Macintyre & Jarvis, 1996; Perry et al., 
1994) have been identified as important factors which correlated with satisfaction and 
pain severity. Minnick et al. (1997) found that organizational and patient 
characteristics correlated with satisfaction with physical care, pain management and 
patient education. They highlighted that patients' factors such as age, education and 
health explained more of the variance in satisfaction than the organizational variables. 
Also, studies have reported associations between pain and other factors, including 
anxiety (Strang, 1992), cancer (Rees, 1990), marital status (Miller & Perry, 1990), and 
race (Comley & DeMeyer，2001; Whelan, Jin, & Mdtzer, 2004). 
Other researchers have fiirther reported that demographic factors such as age and 
gender may be associated with the levels of pain reported by patients. Crook, 
Rideout, and Brown (1984) found that pain was experienced by twice as many people 
over 60 as under 60. With regard to gender differences in pain experience, one 
retrospective study by Gu and Belgrade (1993) noted that significantly more females 
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reported pain, and that women were more likely than men to have multiple pain 
complaints. Previous studies demonstrated that male patients received significantly 
more frequent and larger doses of analgesics than female patients (Calderone, 1990 
McDonald, 1994). Besides, clinically based research suggests that there are 
important gender differences in susceptibility to pain-related diseases, analgesic 
effectiveness, as well as recovery from anaesthesia (Ciccone & Holdcroft, 1999; 
Myles, McLeod, Hunt, & Fletcher, 2001). 
Numerous explanations have been proposed to account for such gender 
differences. While most explanations concentrate on biological mechanisms (e.g. 
genetic, hormonal, cardiovascular), it is becoming increasingly clear that social and 
psychological factors are also important (e.g. developmental, emotional and 
cognitive). One psychological mechanism that plays an important role in effective 
pain management is cognitive coping strategy (Fillingim, 2000). 
Whilst these findings provide some reason for concern, it has been encouraging 
to see in recent years that many important scientific and technological advances were 
directed toward reducing the unacceptably high levels of reported pain. Meanwhile, 
these advances have occurred alongside the development of comprehensive guidelines 
for the management of postoperative and cancer pain which have focused specifically 
on improving inadequate pain management practices (Jacox et al., 1994). 
The importance of pain relief for optimal recovery has been repeatedly 
emphasized (Lavies et al., 1992; Lander, Fowler-Kerry, & Hill, 1990). It is 
important therefore, that studies be undertaken to monitor the extent to which such 
advances have led to improvements in the pain experience of hospitalized patients and 
to identify those groups of patients who may be experiencing unnecessarily high 
levels of pain. Specifically, it is also essential to identify the impact of pain on well 
being and outline the impact that age and gender have on the pain experience of 
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hospitalized patients. 
Nursing and Quality Assurance of Pain Management 
Some studies have revealed alarming indications that ineffective treatment of 
acute pain may foster morbidity and delay recovery from illness or surgery (Wasylak, 
Abbott, English, & Jeans, 1990) or the development of chronic pain (Dubner, 1991). 
It is a common misconception to regard pain as a single, clear-cut entity when, in 
contrast, it is usually a complex, highly individual sensory and/or emotional 
experience composed of several parts. Therefore, the patients' views of factors such 
as information needs, interpersonal and organizational aspects of care, and the value 
of medical treatment are essential in order to provide the most rapid and effective 
treatment of patients in pain. Quality assurance procedures can be used in order to 
ensure adequate pain management. 
Many studies found that a high correlation exists between patient satisfaction 
with nursing care and satisfaction with overall care (Beck & Larrabee, 1996; Jacox, 
Bausell, & Mahrenholz, 1997). The greater the patient satisfaction with nursing care, 
the greater the satisfaction with care in general. This finding highlights the impact 
of nursing care on patient perceptions and patients' likelihood to return to the same 
place for care, to discuss their healthcare experiences with friends and neighbors, and 
to recommend the facility to others. Patient satisfaction with pain management is the 
patient's opinion of how well the nursing staff managed their pain. 
Preoperative information enables the patients to express their fears and concerns 
about their expected pain experience after surgery. Giving information 
preoperatively seems to reduce the pain that the patient experiences postoperatively, 
and consequently the amount of analgesia required (Heffline, 1990). Carr (1990) 
found that the nurses not only gave very little information preoperatively, but also 
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lacked proper knowledge about narcotic analgesics and appropriate dosages. Studies 
of using PCA, have demonstrated that its use can minimize the need for nurses to 
accurately predict individualized analgesic requirements (Kleiman, Lipman, Hare, & 
MacDonald, 1988), as the patient himself/herself controls the variations in narcotic 
dosage intravenously. 
Satisfaction ratings are not only influenced by pain control, but also by the 
attitudes and attention of the staff, expectations of the patients, side effects of the 
drugs and a host of other variables (Thomas et al., 1998). Besides, some researchers 
reported that satisfaction ratings are more highly related to psychosocial aspects of 
care such as conraiunication than the technical aspects of care (Abramowitz, Cote, & 
Berry, 1987; Brody et al., 1989), which are better reflected in pain relief 
measurements. Even satisfaction ratings are often considered to be an important 
outcome measure of health care and an indication of the patients' view of efficacy 
(Munro, Jacobsen, & Brooten, 1994). However, evaluation of satisfaction is 
complex and it is known that patient satisfaction surveys tend to produce positive 
results because patients are reluctant to criticize their treatment (Chumbley et al., 
1998). Most investigators contend that patient satisfaction is a critical indicator of 
quality of health care (Greeneich, 1993; Shaw, 1997). Ward and Gordon (1996) 
reviewed longitudinal data on pain outcomes and concluded that patterns of pain relief, 
not pain severity, may be the critical determinant of satisfaction. 
Pain Management Strategies 
Organization of an Acute Pain Service 
The objective of an acute pain service is to improve postoperative analgesia, and 
therefore to provide optimal acute pain management to hospitalized patients. Acute 
25 
pain service also plays an important role in allowing safe, effective, and efficient use 
of analgesic modalities that are beneficial to patients with acute or postoperative pain. 
This is done not only for humanitarian reasons, but also to achieve a positive effect on 
the patient's postoperative course and outcome. The acute pain service should 
promote the continuing education of physicians, nurses, patients and should increase 
their awareness of the importance of good pain management. The implementation of 
acute pain service requires collaborative efforts from several departments, namely, 
anesthesia, surgery, nursing, and pharmacy, as well as hospital administration. The 
basic administrative, educational, and clinical issues are essential to the provision of 
an acute pain service with emphasis on patient safety and patient satisfaction (Chin, 
1998). Adequate postoperative analgesia can improve pain relief so that normal 
functions, including ventilation, gastrointestinal function, coughing, early 
mobilization and shorter hospital stay (Liu, Carpenter, & Neal, 1995). 
However, with the more widespread use of complex technologies (e.g. PCA) and 
newer therapeutic approaches (e.g. epidural analgesia [EA]) for postoperative pain 
management, the need for proactive leadership to ensure the effective management of 
postoperative pain is an imperative in most health care facilities. Therefore, the 
practice guidelines for Acute Pain Management developed by the ASA (1995) 
recommend that anesthesiologists provide this leadership by integrating pain 
management practice into the various aspects of perioperative care. Also, the ASA 
(1995) guidelines note that anesthesiologists should facilitate improvements in the 
quality of care of surgical patients by developing and directing institution-wide 
perioperative analgesia programs that include interdisciplinary collaborations. 
Previous studies demonstrated that patients under the pain service care reported 
significantly lower pain intensity scores; had lower levels of pain in the postoperative 
period; had a lower incidence of pruritus, sedation, nausea and experienced 
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significantly less pain than expected. In addition, these patients were more likely to 
receive patient education about postoperative pain management, more satisfied with 
their postoperative pain management, and discharged sooner from the hospital 
(Miaskowski, Crews, Ready, Paul, & Ginsberg, 1999). Moreover, Tsui et al. (1997) 
concluded that a standard monitoring and management protocol, an experienced 
nursing team and reliable Acute Pain Service coverage is mandatory for the safe use 
of modem analgesic techniques as well as influencing on patient outcomes. 
Pharmacological Pain Management 
In spite of advances in the knowledge of pharmacology of analgesics and the 
introduction of effective techniques for acute pain control, many patients do not 
receive adequate analgesia. To optimize analgesic management for acute pain, the 
patient should be assessed frequently and analgesic requirements adjusted according 
to the patient's needs. Besides, to effectively adjust the analgesic regiment, one 
needs to track sedation and other possible adverse effects associated with the 
administration of analgesics such as nausea, vomiting, respiratory depression, and 
cognitive impairment. The importance of good postoperative analgesia and its 
impact on favorable postsurgical outcomes are undeniable. 
Analgesic techniques for acute pain control range from simple parenteral 
administration of opioids to intravenous opioid delivery using PCA infusion devices, 
and to even more invasive techniques such as regional blocks and neuraxial opioids. 
Literature strongly supports the efficacy and safety of three techniques used by 
anesthesiologists for the control of pain in the perioperative setting: (1) intravenous 
PCA with systemic opioids, (2) EA with opioids or opioid/local anesthetic mixtures 
(or intrathecal opioids), and (3) regional analgesic techniques including intercostal 
blocks, plexus infusions, and local anesthetic infiltration of incisions. These three 
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techniques had been reported no high incidence of side effects than the less effective 
techniques for perioperative pain management (ASA, 1995). 
Around-the-clock scheduling of opioid and nonopioid pain medication is 
superior to ‘as needed' dosing, because it helps maintain a stable analgesic blood level 
and gives structure to the pain management plan (APS, 1999). PCA for intravenous 
analgesics can be used in cognitively intact elder patients, particularly during the 
immediate postoperative period. Patients should be monitored closely and doses 
should be titrated cautiously due to an increased potential for toxicity (Mann et al., 
2000). It is important to screen for cognitive and physical ability to manage pain by 
PCA. Extra time should be allocated if necessary to teach the patient how to use the 
PCA preoperatively and to reinforce its correct use postoperatively. Unless a patient 
is awakened by pain during sleep, continuous basal infusion is not recommended 
because of increased risk of drug accumulation and toxicity (Parker, Holtmann, & 
White, 1991). 
However, analgesics should be administered by means of the least invasive and 
safest route that can relieve pain. Oral administration is appropriate as soon as the 
elder can tolerate oral intake (Pasero, Portenoy, & McCaffery, 1999). Intravenous 
administration is the parenteral route of choice after major surgery (Pasero & 
McCaffery, 1996a), and intravenous or epidural access is appropriate for 
postoperative management of severe pain (Burstal, Wegener, Hayes, & Lantry, 1998). 
Intramuscular administration should be avoided in older adults. Older adults have 
muscle wasting and less-fatty tissue compared to younger adults. Slowed 
intramuscular absorption of analgesics in elderly patients can result in delayed or 
prolonged effects, altered analgesic serum levels, and possible toxicity with repeated 
injections. If unable to tolerate oral medication, alternative routes such as rectal and 
sublingual administration can be used (Tramer et al., 1998). Epidural anesthesia 
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allows for smaller does of opioids than those required by the parenteral route. This 
can benefit cognitive function, decrease the risk of postoperative cardiac and 
pulmonary complications, and improve function postoperatively (Ballantyne et al., 
1998; Mann et al, 2000). 
Nonpharmacological Pain Management 
Postoperative pain evokes both physiological changes and psychological 
responses, suggesting that a combination of pharmacological and nonpharmacological 
approaches can enhance the effect of pain-relieving medication. The adjunctive 
approach can help patients feel a sense of control over pain, a factor that influences 
satisfaction (Van Kooten, 1999). Multimodal treatments that include pharmacologic 
and non-pharmacologic interventions increase pain control, decrease analgesic use, 
increase activity and function, decrease depression and anxiety, and increase family 
involvement in care (Good et al., 1999; Luskin et al., 2000). According to the key 
recommendations on the AHCPR clinical practice guideline (Acute Pain Management 
Guideline Panel, 1992b, 1992c), patient teaching should include pain management, 
procedural and sensation information, instruction to decrease treatment and 
activity-related pain, and information about the use of nonpharmacologic methods of 
pain control (e.g., relaxation). 
Perhaps most importantly, nonpharmacologic strategies such as relaxation, 
distraction strategies (i.e. watching television, talking with others, listening to music 
or praying), and physical interventions for pain control including heat, cold, 
superficial massage, immobilization, repositioning, splinting should be chosen to 
complement but not to replace pharmacologic interventions (Mobily, 1994; Pasero et 
al., 1999). It is important to recognize individuals differ in their preferences for and 
ability to use non-pharmacological interventions to manage pain. Also, the 
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effectiveness of pain management interventions should be monitored regularly by 
using patient-based feedback. 
Summary of Literature Review 
Surgery is a high stress situation which evokes intense emotional reactions, 
involves considerable physical danger, and is quite painful. Therefore, the 
management of postoperative pain is a primary concern during the recovery process. 
Clearly the problem of pain remains unsolved in spite of numerous guidelines and 
advances in treatment. It is evidenced that postoperative pain can have a significant 
and damaging effect upon patients' recovery. An understanding of patient attitudes 
and concerns about postoperative pain is important for identifying ways health care 
professionals can improve postoperative care. 
Besides, health care professionals have the duty to know how patients account 
for satisfaction and dissatisfaction with pain management because cultural orientation, 
social conditioning, and socio-cultural factors play a major role in influencing 
patients' responses to pain and pain management. Patients' expression, behaviour, 
and expectation of pain are often dictated by culture. 
Recent studies have focused on patients' satisfaction, well-being and the 
characteristics of the pain experience as reported by the hospitalized patients. Many 
studies have demonstrated some methodological problems, including small sample 
size, incomplete characterization of type or severity of the underlying disease, and 
inattention to patient prognosis. Therefore, the findings cannot be generalized to all 
patients. However the gaps in existing literature make a compelling case for farther 
research in this area. 
Since patient satisfaction has only received attention in recent years in Hong 
Kong, it may be difficult for some Chinese patients to accept the responsibility for the 
30 
management of their own pain. A paucity of local studies focusing on patient 
satisfaction with pain management means there is limited understanding about the 
patients' ethnicity, their psychosocial and cultural background which may play an 
essential role in their pain experiences. In addition, the response to pain may be 
affected by the degree to which it is important to control pain as a method of showing 
strength of character, therefore, patients' locus of control was also explored in this 
study. 
Nevertheless, there has also been little consistency in the findings of correlations 
among any psychosocial, patients' individual variables and patient satisfaction with 
pain management. There is a need to understand patient-related factors to 
satisfaction with their pain management and study the variables that could predict 





This chapter presents the aim and objectives of the study, the research questions 
and hypotheses, as well as the operational definitions. The research design, 
sampling method, instruments used, data collection procedures, data analyses used 
and ethical considerations will be described. 
Aim of the study 
The aim of the study was to examine the correlates and identify predictors of 
patient satisfaction with pain management among postoperative patients. The 
researcher measured the level of satisfaction with pain management as reported by 
patients who experienced pain. 
The objectives of this study were: 
1) To examine the correlation between patient satisfaction with pain management in 
terms of health locus of control (internal, chance, doctors and other people 
dimensions), state anxiety, pain intensity including current pain, the most intense 
pain and average level of pain, pain interference with various activities, patient 
misconceptions about pain, age, gender, educational level, occupational status, 
martial status, past history of surgery, pain control method. 
2) To examine the correlation between patient satisfaction with pain management 
and the physical, psychosocial and demographic variables. 
3) To identify the significant predictors of patient satisfaction with pain management 
among postoperative patients. 
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Research Questions 
The following research questions were posed for this study: 
1. What are the physical characteristics (intensity of pain including current pain, the 
worst pain and average level of pain, interference of pain with various activities 
including general activity, mood, walking ability, relations with others and sleep, 
and beliefs about pain) of the pain and psychosocial characteristics (state anxiety, 
MHLC, patient satisfaction with pain management) reported by postoperative 
patients? 
2. Are there any differences between patient satisfaction with pain management and 
demographic characteristics of gender, past history of surgery and pain control 
method? 
3. Are there associations between patient satisfaction with pain management and 
demographic characteristics of age, educational level, occupational status and 
marital status? 
4. Are there associations between patient satisfaction with pain management and 
selected physical factors in terms of pain intensity including current pain, the 
worst pain and average level of pain and the overall pain interference with 
various activities? 
5. Are there associations between patient satisfaction with pain management and 
selected psychosocial factors in terms of multidimensional health locus of 
control (MHLC) (internal — MHLCI, chance — MHLCC, doctors — MHLCD and 
other people 一 MHLCO dimensions), state anxiety and patients' beliefs about 
pain? 




1. There will be a significant relationship between level of satisfaction with pain 
management and pain intensity. 
2. There will be a significant relationship between the level of satisfaction with pain 
management and the overall interference of pain with various activities. 
3. There will be a significant relationship between the level of satisfaction with pain 
management and patients' belief about pain. 
4. There will be a significant relationship between the level of satisfaction with pain 
management and state anxiety. 
5. There will be a significant relationship between the level of satisfaction with pain 
management and MHLC including internal - MHLCI, chance - MHLCC, 
doctors —- MHLCD and other people — MHLCO dimensions. 
6. There will be a significant relationship between the level of satisfaction with pain 
management and demographic variables including age, gender, educational level, 
occupational status, marital status, past history of surgery and pain control 
method. 
Operational Definitions 
1. Acute pain is time limited resulting from illness, surgery, trauma or disease-related 
tissue damage. Postoperative pain is a particular type of acute pain resulting 
from tissue injury (Dodson, 1985) and should diminish as healing occurs. 
2. Anxiety - a series of physical, cognitive, and behavioural responses to stress 
(Powell & Engright, 1990; Robinson, 1990). 
3. State anxiety - a transitory emotional state at a particular moment in time 
(Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983). 
34 
4. Health locus of control may be viewed as a patient characteristic that might 
influence satisfaction with pain management because persons who believe they 
have more control over their health might have different expectations of health 
care. A person's locus of control may be predominantly internal or within the 
person's control or external and beyond the person's control (Wallston, Wallston, 
& DeVellis, 1978). 
5. Patient satisfaction is defined as a personal and subjective evaluation of health 
services or health providers (Ware et al., 1983). Patient satisfaction rating is an 
intentionally subjective, personal evaluation of health care services and providers 
that cannot be determined by direct observation. Patient satisfaction also 
measures how well patients' expectations were met and their overall perceptions 
of pain management (Afilalo & Tselios, 1996). 
6. Pain management refers to the comprehensive process of identifying, assessing 
and addressing a patient's pain. Through reassessments the effectiveness and 
appropriateness of each intervention are followed (JCAHO, 2000). 
Research Design 
A cross-sectional descriptive, correlational design with a predictive approach was 
utilized to examine the correlates of patient satisfaction with pain management among 
postoperative patients. Questionnaires were used to identify factors that correlate 
with and perhaps predict factors affecting patient satisfaction with pain management 
after surgery. The design allowed the researcher to determine any positive or 
negative associations between patient satisfaction with postoperative pain 
management and selected variables. The design involved collecting data at one 
point and investigating the interrelationship between these variables to note how 
much of a change in one variable was associated with an alternation in the other (Polit 
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& Hungler, 1999). The predictive approach to the design served as a basis for 
decision-making (Portney & Watkin, 2000) on the nursing management of patient 
satisfaction among postoperative patients. The independent variables in this study 
were state anxiety; health locus of control (internal, chance, doctors and other people 
dimensions); pain intensity including current pain, the most intense pain and average 
level of pain; pain interference with various activities including general activity, mood, 
walking ability, relations with others and sleep; patient misconceptions about pain; 
and demographic variables including age, gender, educational level, occupation, 
marital status, past history of surgery and pain control method. The outcome 
dependent variable was patient ratings of satisfaction with pain management. 
Predictive designs are developed to predict the value of one variable based on 
values obtained from another variable. Prediction is one approach used to examine 
causal relationships between variables. Since causal phenomena were examined, the 
terms dependent and independent were used to describe the variables in this study. 
The aim of a predictive design is to predict the level of the dependent variable from 
the independent variables. Independent variables most effective in prediction are 
highly correlated with the dependent variable but not highly correlated with other 
independent variables used in the study. Predictive designs require the development 
of a theory-based mathematical hypothesis proposing variables expected to predict the 
dependent variable effectively. The hypotheses are then tested using regression 
analysis (Bums & Grove, 1997). 
Settings 
Currently, the postoperative pain management in the study hospital is run by 
Acute Pain Service. It is an anesthesiologist-based service for postoperative patients 
that provides pain management, usually in the form of PCA or EA. Each episode of 
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care usually lasts two to five days, depending on the nature of the surgery and the 
comorbidity of the patient. PCA or EA is discontinued by the Acute Pain Service 
when patients have resumed normal eating and drinking behaviour. Presently, 
patients undergoing major surgery are under the care of acute pain service 
(anaesthetist and pain team nurse). They will assess and monitor postoperative 
patients' physical condition and the level of pain relief during daily patients' round. 
The following issues will be addressed: (1) adequacy of analgesia, both at rest and 
during movement, type of analgesia, the dose of the analgesic medications; (2) 
absence or presence of significant motor or sensory block (or both) when epidural 
analgesia are used; (3) side effects (e.g. nausea, itching) from the analgesics; (4) 
examination of epidural catheter site (any leakage, bleeding, tenderness or signs of 
infection), and redressing of the catheter site if needed. The nurses also play an 
important role in ongoing assessment and monitoring of patients' vital signs and take 
a responsibility to report any abnormality of the patients or increasing pain severity to 
the on-call pain team medical staff. The ad hoc protocol of acute pain service in the 
study hospital was attached in Appendices 1-3. 
Sample 
A convenience sample of patients who were admitted to the surgical unit of a 
Hospital Authority regional hospital in Hong Kong, providing scheduled abdominal 
surgery was recruited. The sample was selected from the pool of patients who had 
undergone scheduled abdominal surgery under general anaesthesia. All Chinese 
adult postoperative patients over eighteen years of age, cognitively aware, conscious 
and able to understand and speak Cantonese were invited to participate in the study. 
Patients were excluded in the study if they were critically ill, confused, and those with 
documented mental retardation or a history of psychiatric disorder, with 
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communication problems such as severe deafness, cognitive impairment and those 
who unable to understand Cantonese were excluded from the study. 
The sample size was calculated using the formula for estimating sample size for 
multiple regression analysis developed by Tabachnick and Fidell (1996, p. 132). It 
was chosen to determine the medium effect size of the relationships among the 
selected variables at a 5% level of significance (p < 0.05) and the statistical power of 
0.80. With the power set at 80%, the chance of committing a type II error (falsely 
accepting the null hypotheses) was 20%. The minimum sample size required for the 
study was 165 Chinese postoperative patients. A convenience sampling method was 
applied because it entailed the use of the most conveniently available persons as 
subjects in the study (Polit & Hungler, 1999). To secure 165 eligible subjects, it was 
determined that a minimum of ten months period of recruitment was normally 
required. Consequently, in order to minimize the effect of extraneous variables 
which may threaten the internal validity of the study, such as alterations in mobility 
with orthopaedic surgery or altered pulmonary function with thoracic surgery, the 
sample was limited to scheduled abdominal surgery patients. This made the sample 
more homogenous than in other studies, as it involved persons of the similar types of 
operation and same race, and therefore, increased the chance that the sample was an 
unbiased and representative group. 
Instruments 
The instruments for the study were prepared in questionnaire format. Data 
were collected using a set of questionnaires administered by structured interview with 
additional information being obtained from medical records. It consisted of five 
parts. Part one included the self-developed demographic characteristics such as age, 
gender, level of education, marital status, occupational status, diagnosis with 
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specifying the types of operation performed and past history of surgery. Part two to 
part five included four previously developed instruments. They were the modified 
American Pain Society Patient Outcome Questionnaire (APS-POQ-Modified) (APS 
Quality of Care Committee, 1995), the State-Trait Anxiety Inventory Scale (STAI) 
FormY-l (Spielberger et al., 1983), the Multidimensional Health Locus of Control 
Form C Scale (MHLC) (Wallston, Stein, & Smith, 1994) and the modified Patient 
Satisfaction Questionnaire (PSQ-Modified) (Woodhouse, Hobbes, Mather, & Gibson, 
1996). All of them were also in questionnaires format. Prior to the formal study, 
letters requesting permissions to utilize those developed instruments from relevant 
authorities were obtained. 
The Modified American Pain Society Patient Outcome Questionnaire 
(APS-POQ-Modified) 
The APS Quality Improvement Patient Outcome Questionnaire (APS Quality of 
Care Committee, 1995) was developed by a multidisciplinary task force of the APS, 
and was designed to provide information about the patient's experience with pain 
(Appendix 4). The modified APS-POQ has been endorsed by the AHCPR and has 
been recommended as a tool to measure patient satisfaction with pain management 
(Bookbinder et al., 1996; Miaskowski et al., 1994; Ward & Gordon, 1994). Besides, 
the studies focusing on the patient outcome questionnaire in patients with acute pain 
and cancer pain showed that the tool could easily be used in either an interview 
(Bookbinder et al., 1996; Miaskowski et al., 1994) or in a patient self-report format 
(Ward & Gordon, 1994). According to APS Quality of Care Committee (1995), the 
APS-POQ may be selected or modified to suit the needs of the particular clinical 
setting, patient population, and the intention of the study. The APS-POQ-Modified 
questionnaire consisted of 11 items, with five items on pain severity including the 
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pain interference; two items on time taken to receive required pain medications; one 
item on attitude of the staff to remind patients to report their pain; one item on 
patients' reasons for reluctance to ask for medication; and one item on patients' beliefs 
about pain. One additional item was added to inquire the patient regarding which 
approaches to pain management had been used postoperatively. The majority of the 
items in the questionnaire were scored using the Likert rating scale, while the 
remainder called for yes/no responses. 
The original APS-POQ had been adapted from previously validated tools, as 
described by the APS Quality of Care Committee (1995). The items assessing pain 
intensity (questions 2-4) were drawn from the Brief Pain Inventory (Daut, Cleeland & 
Flanery, 1983). This instrument was widely used for assessing pain and its effects 
on mood and patient function and had been shown to be reliable and valid in the 
English, Spanish, French and Chinese versions (Daut et al., 1983; Daut & Cleeland, 
1982; Serlin, Mendoza, Nakamura, Edwards & Cleeland, 1995). Question five had 
been drawn from the Brief Pain Inventory (Daut et al., 1983) to examine whether 
patients had pain severe enough to interfere with general activity, walking ability, 
mood, sleep and relations with other people. Patients were asked to rate their pain 
intensity including current pain, the worst pain and the average pain they had 
experienced after surgery using a 0-10 numerical rating scale (NRS) (0 = no pain to 
10 = worst pain imaginable). Patients were also asked to rate pain interference with 
various activities using NRS (0 = does not interfere to 10 = completely interfere). 
The items comprising this question had been shown to be internally consistent and 
valid (Daut & Cleeland, 1982; Daut et al, 1983; Serlin et al., 1995; Ward et al., 1993). 
Studies had shown that patients in pain might be reluctant to ask for medication 
(Donovan, Dillon & McGuire, 1987; Ward et al., 1993), therefore, questions 9-10 
were used to inquire into the reasons for their reluctance. The items assessing 
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patients' beliefs about pain (question 10) were from the Barriers Questionnaire, a 
27-item instrument that had shown internal consistency, excellent test-retest reliability, 
content and construct validity (Ward et al., 1993). Patients were asked to indicate 
their level of agreement on a 6-point Likert type scale (1 = representing no agreement 
and 6 = representing very much agreement). The subset of the Barriers 
Questionnaire items included in the current questionnaire had shown good internal 
consistency (alpha = 0.72) and test-retest reliability (r = 0.85 during a 1-week interval) 
(APS Quality of Care Committee, 1995). Higher scores in this subscale express that 
patients had greater misunderstanding related to postoperative pain and pain 
management. 
Prior investigations using this instrument demonstrated an internal consistency of 
a Cronbach's alpha ranging from 0.72-0.81 (Bostrum et al., 1997; Calvin et al., 1999). 
Also, the Cronbach's alpha ranging from 0.82 for interference of pain to 0.68 for the 
beliefs about pain were reported in McNeill et al. (1998) study. These indices 
indicated that the instrument was acceptable for use in the present study. This 
questionnaire was translated into Chinese by using a translation and back-translation 
method suggested by Brislin (1986). (Translation process is reported in the section: 
Translation of the Instruments on pages 45-47). 
The State Scale of the State-Trait Anxiety Inventory (STAI) 
State anxiety was measured by using the State-Trait Anxiety Inventory (STAI — 
FormY-1) developed by Spielberger et al. (1983) (Appendix 5). The Spielberger 
STAI is frequently used to identify symptoms of anxiety. The STAI consists of two 
self-report scales designed to measure two distinct constructs: a transitory, fluctuating 
emotional state at a particular moment in time (A-State) and a relatively stable 
personality disposition to be anxious in which the person normally feel (A-Trait). 
41 
Each construct consists of 20 short affirmative statements (Spielberger et al., 1983). 
There are two STAI questionnaires: the original version was developed by Spielberger, 
Gorsuch and Lushene in 1970 (FormX), the other in 1983 (Form Y). The STAI 
(Form X) was developed to measure these two distinct concepts. In its later 
development, a 20-item revised form (FormY) was constructed (Spielberger, Vagg, 
Varker, Donham & Westberry, 1980). The STAI has been widely used in the applied 
psychology research for anxiety because of its clinical validity and reliability 
(Spielberger et al., 1983). 
When considering the level of state anxiety, the highly anxious experience 
greater pain (Wells, 1989). Spielberger, Auerbach, Wadsworth, Dunn and Taulbee 
(1973) reported that trait anxiety, purportedly a stable measure of interpersonal threat, 
should not be predictive of perceived pain. State anxiety, which increases in 
response to physically threatening situations, should be predictive of pain. In 
addition, previous studies reported that postoperative pain is significantly correlated 
with state anxiety (Spielberger et al., 1973; Thomas, Heath, & Rose, 1990). For the 
purpose of the present study, only the state anxiety portion of STAI (FormY-1) was 
used to measure patients' postoperative level of anxiety, because state anxiety is a 
transitory emotional state which can be evoked by a particular situation and provides 
a measure of the individual's anxiety level at that moment. 
The STAI was used in a version translated and adapted to Chinese language and 
culture. The researcher used the subscale which measures anxiety as a current 
(during postoperative days at the time of interview) emotional state (STAI state). 
The ‘state，part of the instrument consists of 20 statements, 10 anxiety-present and 10 
anxiety-absent items, and each item begins with the stem ‘I feel'. In responding to 
the (20 items) state scale, patients were requested to indicate how they felt 'at that 
moment' on a 4-point Likert scale of increasing intensity from 'not at all, to 'very 
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much so，scored 1-4 accordingly. Ten items are phrased so that a high score reflects 
higher levels of anxiety, while the other ten scores highly reflect for reports of 
calmness and ease. The reason for this, as stated by Spielberger et al. (1983), is to 
have a balance between anxiety present and anxiety absent items, where the factor 
structure is more consistent and replicable. Possible scores ranged from 20 
(indicating positive feelings, i.e. not anxious), to 80 (reflecting feelings of 
apprehension and fear fulness, i.e. high anxiety). Thus, higher scores indicate greater 
anxiety. 
Moreover, the state scale of the STAI has shown a high alpha reliability 
coefficient ranging from 0.91-0.93，and it has also demonstrated construct validity. 
Reliability by test-retest correlation for the STAI trait scale has been reported as 
ranging from 0.73- 0.86 and the state scale as ranging from 0.16-0.54. The low 
correlation for test-retest is expected of the state scale as it is designed to measure 
situational factors (Spielberger et al., 1983). Similarly, in Nelson et al. (1998) study, 
the Cronbach's alphas for state anxiety scale were 0.93, 0.94 and 0.95 for preoperative, 
postoperative day two and day three respectively. The Cronbach's alpha for trait 
anxiety was 0.90. Both studies demonstrated a high alpha reliability which indicated 
that the instrument was good for use in the present study. Furthermore, in 
Taylor-Piliae's (2001) study, the alpha coefficients of the Chinese version of STAI 
(Form Y) were 0.93 for state anxiety and 0.88 for trait anxiety. Eventually, Pearson 
product-moment r correlation tests were used to test the relationships between state 
anxiety and patient satisfaction with pain management. 
Multidimensional Health Locus of Control Form C Scale (MHLC) 
Originally, health locus of control is a characteristic that taps personal 
responsibility for health. The Multidimensional Health Locus of Control Form C 
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Scale (MHLC), developed by Wallston et al. (1994), was designed to assess the way 
people with existing health or medical condition expect health-related outcomes to be 
contingent on the actions or advice of doctors or other people (Appendix 6). Form C 
is designed to be "condition-specific" and can be used in place of Form A/B when 
studying people with an existing health/medical condition (Wallston, 1998). 
The 18-itemMHLC scale comprised of four subscale scores: (1) internal 
(MHLCI) - 6 items, (2) chance (MHLCC) — 6 items, (3) doctors (MHLCD) 一 3 items, 
and (4) other people (MHLCO) - 3 items. The participants were asked to rate items 
from a 6-point likert scale. The scorings were: 1 = strongly disagree, 2 = moderately 
disagree, 3 = slightly disagree, 4 = slightly agree, 5 = moderately agree and 6 = 
strongly agree. The score on each subscale is the sum of each item on the subscale. 
A higher score in a subscale indicate a stronger orientation toward that dimension. 
Content and construct validity as well as internal consistency reliabilities of the 
subscales have been established (Wallston et al, 1994). Generally, the reported 
alpha reliability of the instrument was in the 0.60-0.75 range and test-retest stability 
coefficients ranged from 0.60-0.70, and was reported that the MHLC scales are 
moderately reliable (Wallston, 1998). The researcher administered the Chinese 
translated version of the MHLC scale, the alpha reliabilities of Chinese version of 
MHLC subscales ranged from 0.70-0.58 (Pang, Ip, & Chang, 2001). 
The Modified Patient Satisfaction Questionnaire (PSQ-Modifled) 
To measure patients' satisfaction with pain management, the researcher modified 
the Patient Satisfaction Questionnaire (PSQ-Modified) based on the literature of 
Woodhouse, Hobbes, Mather and Gibson (1996). The PSQ-Modified is a scale 
relating to satisfaction with pain management, knowledge of using the particular type 
of pain management, overall rating of the level of pain experienced, acceptability and 
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preference for that type of pain management in the future which covered the adequacy, 
relevancy, understanding of the pain control method used (Appendix 7). It consisted 
of seven items evaluating how subjects feel regarding postoperative pain management 
on a 5-point Likert type intensity rating scale. Each item is anchored with ’strongly 
disagree' to 'strongly agree', scored one to five accordingly and summed. A high 
score indicates a high level of satisfaction with their pain management; a low score 
reflects a low level of satisfaction. Total PSQ-Modified scores ranged from five to 
35. The questionnaire was translated into Chinese before the study commenced and 
the content validity has been mentioned in instrument translation part. 
Demographic Data Form 
A self-designed questionnaire was used to collect participants' relevant clinical 
and socio-demographic variables. A standard demographic sheet included basic 
information, such as age, gender, educational level, marital status, occupational status, 
past history of surgery, indications for surgery, diagnosis and specific operation 
performed (Appendix 8). 
Translation and Content Validity of the Instruments 
A number of procedures were used to determine the equivalence of the original 
and Chinese versions of the APS-POQ-Modified and PSQ-Modified. Prior to 
commencing translation, content equivalence or the relevance and sensitivity 
(Bracken & Barona, 1991) of the APS-POQ-Modified and PSQ-Modified for Chinese 
patients were established through discussion with bilingual colleagues. The 
recommended procedure for translating research instruments is known as 
back-translation (Brislin, 1986; Marin & Marin, 1991). The back-translation method 
has been considered the preferred method of obtaining a culturally equivalent 
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instrument (Erkut, Alarcon, Garcia Coll, Tropp, & Vazquez Garcia, 1999). The goal 
is to ensure the equivalent meaning of items in both languages. This method 
requires a minimum of two independent translators. The translation and 
back-translation were undertaken by bilingual registered nurses who were graduates 
having studied in both Chinese and English, thus sufficiently educated in both 
languages as recommended by Bracken and Barona (1991). 
The APS-POQ-Modified and PSQ-Modified were firstly translated from English 
into Chinese by one bilingual and back-translated into English by another bilingual 
individual as described by Brislin (1986). Conceptual rather than literal meaning 
was the goal. Each bilingual person worked independently and no consultation 
among them was allowed. The translator and back-translator met with the English 
speaking, monolingual member of the research team to examine the differences found 
in the back-translation. There were a number of instances where clarification of the 
original meaning of the English terms used in the APS-POQ-Modified and 
PSQ-Modified were required. Some items and terms were modified to improve the 
translation. 
To ensure a culturally equivalent translation, translation probes or pretesting of 
the instrument was conducted. Evaluation by experts is one form of a translation 
probe (Geisinger, 1994). The content validity of translated questionnaire was further 
assessed by a panel of experts including one senior medical officer, one anesthetist, 
one experienced surgical nurse specialist and three registered nurses who had expert 
knowledge on pain management. These experts were invited to judge the content 
relevance of each item from the translated version for clarity and linguistic 
appropriateness. Items were retained or modified according to the experts' comment. 
Discrepancies were reviewed and analyzed for translation misinterpretations and 
changes were made to the translated version. This was to ensure that the items in the 
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translated questionnaire were valid and relevant to the local context in Hong Kong. 
Using the quantification of content validity approach, the researcher established 
the content validity index (CVI), which was derived from the rating of the content 
relevance of the items on an instrument. Four-point ordinal rating scale was used for 
each item as: 1 = irrelevant item and 4 = extremely relevant item. CVI was then 
calculated based on the proportion of experts endorsing an item as content valid. 
The scoring of CVI ranged from 0.60-1.00 and any item which scored below 0.83 is 
considered unacceptable and needs to be refined (Lynn, 1986). However, in this 
study, the CVI of each item ranged from 0.83-1.00 and the overall CVI of an entire 
instrument of the APS-POQ-Modified and PSQ-Modified were 0.99 and 1.00 
respectively, which indicates a high degree of agreement among the experts about 
item relevancy. 
Pilot Study 
The purposes of pilot study allowed the researcher to assess the research 
instruments, to test the feasibility of the study, to reveal limitations in the design that 
were not foreseen, and to assess the various research process before the main study so 
that modifications could be made if necessary (Portney & Watkins, 2000). The pilot 
study also helped the researcher to identify whether there had any parts of data 
collection package that the participants found objectionable (Polit & Hungler, 1999). 
Besides, it provided an opportunity for researcher to ensure that the instructions to 
participants are clear, that subjects understand the questions and what is required of 
them and to assess whether participants are reluctant to answer any questions. 
Through the pilot study, the researcher had monitored the length of time for the 
participant to complete the entire questionnaire in order to estimate the actual time 
needed to spend in data collection and also investigated whether the participants felt 
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the time burden was too great. 
A pilot study was conducted prior to the main study and ten patients who meet 
the study criteria were recruited. Those respondents from the pilot study were 
excluded from the main study. The pilot study revealed that the average time for 
each participant answering the translated questionnaire was 15-30 minutes. 
Following the pilot study, the researcher made a minor change concerning the time of 
data collection so as to minimize interference with the general activities of the ward 
such as, doctors' rounds and physiotherapy sessions. This was to ensure that the 
participants were not disturbed when care was being provided to them. Besides, the 
researcher also asked the participants to comment on the questionnaire and to identify 
any medical jargons or terms that were difficult for them to understand. Although 
the terms used in the items were carefully chosen to avoid jargons, some participants 
still felt that they could not fully understand. 
In view that the patients had undergone surgery and some of them were illiterate, 
both pilot and formal studies were carried out in the form of face-to-face interview 
using structured questionnaire rather than having them self-administered the 
questionnaire. Thus, the interviewer was able to check whether the participants 
understood all the questions, whether they had an appropriate choice of answers and 
whether they were embarrassed by, or reluctant to, answer any questions. It was 
important to pay attention to word questions clearly, simply, and unambiguously. At 
this stage the researcher also noted whether the questionnaire took a reasonable time 
to complete, whether questions were well laid out and in the right order and whether 
they yielded the required data (Dunning & Martin, 1996). 
For the instruments used in the pilot study, it was noticed that five participants 
responding to some items in the MHLC questionnaire required further explanation 
and clarification by the researcher. Therefore, a modification of the items in the 
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MHLC questionnaire was made to reduce the possibility of misunderstanding and to 
improve ease of reading before the formal research study. Besides, four out often 
participants claimed that they were confused regarding the use of rating scale with 0 = 
do not agree at all to 5 = agree very much. The abstract concept of a linear scale to 
indicate the extent of agreement might have been unfamiliar and possibly difficult for 
some participants. Thus the rating scale was re-labeled as: 1 = strongly disagree to 
6 = strongly agree. A separate sheet with larger font of the different rating scales 
was given to participants for reference while the interview was being conducted. 
Finally, the main study commenced following these modifications and the calculation 
of the effect size for sample size determination as reported previously in this chapter. 
Data Collection Procedures 
Approvals to conduct the study were obtained from the Ethics Committee of the 
Faculty of Medicine at the Chinese University of Hong Kong (Appendix 9) and the 
Hospital Ethics Review Committee of the study hospital (Appendix 10). After 
obtaining ethical approval and permission to conduct the study within the regional 
hospital, structured interviews were carried out to the eligible patients. As the study 
was carried out in the surgical wards, the researcher had firstly explained the study to 
the Department Operation Manager of surgical unit, involved surgical ward managers, 
nursing officers and nursing staffs in order to gain their cooperation and support. It 
was agreed that the interviews would not be carried out during doctors' round and 
during nursing activities such as wound dressing, bed bathing, physiotherapy in order 
to minimize disturbance to the ward routine. The researcher avoided visiting hours 
and meal times to minimize disturbance to patients and to promote a high response 













































































































































































































































































Data collection took place over a minimum period often months. This was 
based on the survey of current number of admissions and the number of scheduled 
abdominal operation performed per month. A registered nurse (researcher) who was 
not directly involved in the patients' care was responsible for the data collection. 
Data were collected using a set of instruments which consist of different combinations 
of open-ended and closed-ended questions administered by structured interview with 
additional information being obtained from medical records. This kind of structured 
questionnaire was designed to allow comparability of response and facilitate analysis 
(Portney & Watkins, 2000). 
Patients who met the study criteria were identified from the operation lists and 
approached individually. The researcher explained the nature of the study and 
obtained written consent from those patients who agreed to participate. Only the 
researcher had direct access to the data obtained from the participants. A n 
information letter was explained to all participants who participated voluntarily and 
they were told that they had the right to withdraw freely at anytime without affecting 
the care treatment they receive. Participants were assured of their right for autonomy, 
anonymity and confidentiality. All identifications were removed from data 
collection tools and only code numbers were used. Participants were then 
interviewed (15-30 minutes) within their postoperative days one to three (24-72 hours 
postoperatively) while on P C A or EA. For those patients who felt tired and unable 
to carry on, the interview were rearranged on another day if they agreed. Data 
collection was guided by the instruments i.e. the APS-POQ-Modified, STAI - Form 
Y-1, the M H L C Form C scale, the PSQ-Modified and a standard demographic sheet 
covering basic information. 
During the immediate postoperative period following surgery, patients' vital 
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signs were routinely and closely monitored for signs of pain and complications as per 
hospital policy. In view of this, the data collection such as pain assessment did not 
pose additional burden on the patient. Consequently, total 157 questionnaires were 
collected by the researcher during the structured interview. 
Data Analysis 
Data were analyzed using the Statistical Package for the Social Sciences (SPSS) 
for Windows Release 11.5 (SPSS, 2001). Descriptive statistics of the collected data 
was used to describe and estimate the population characteristics (Polit & Hungler, 
1999). Descriptive statistics included measures of central tendency and dispersion. 
Descriptive data such as frequency counts, percentages, frequency distribution and 
measurement of central tendency were used to show the distribution of all 
participants' scores on different items and different scales. All available data were 
plotted and analyzed for presence of normal distribution by inspecting the histograms 
and scatterplots of scores on each variable. Continuously distributed, parametric 
variables are expressed as mean 士 standard deviation and were tested with the 
independent-samples 广test. In this study, independent-sample 〜test was employed 
to find out whether there was significant difference in gender, past history of surgery, 
method of pain control and patient satisfaction ratings. Responses to open-ended 
questions were categorized and analyzed with descriptive statistics. 
For the inferential statistics, correlation coefficients including both the Spearman 
rank correlation coefficient (rs) and the Pearson product-moment correlation 
coefficient or simply the Pearson (r) were used to identify whether there were any 
significant relationships between the selected variables and the dependent variable 
among the postoperative patients. The Spearman rank correlation coefficient, is a 
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nonparametric analogue of the Pearson r, used with dichotomies or ordinal data. It 
was used in the analysis of those variables such as pain intensity including current 
pain, the worst pain and the average level of pain, educational level, occupational 
status and marital status which scales were at ordinal level. The Pearson r is a 
parametric procedure for use when variables are on the interval or ratio scales. It 
was used in the analysis of variables like age, multidimensional health locus of 
control (internal - MHLCI, chance - M H L C C , doctors - M H L C D and other people — 
M H L C O dimensions), state anxiety, beliefs about pain, overall pain interference with 
various activities and patient satisfaction ratings which scales were at interval level 
(Portney & Watkins, 2000). 
Both parametric and nonparametric tests were used to compare differences 
between variables of interest. Fife-Schaw (1995) recommended that both parametric 
and non-parametric tests could be applied to ordinal data if the result were not 
contradictory. In addition, parametric test was usually more powerful than 
non-parametric test and was generally preferred (Polit & Hungler, 1999). Therefore, 
the researcher conducted Pearson correlation test to analyze the data if the results 
showed that parametric test and non-parametric test had similar findings. The 
Pearson r is the most widely used test, designating the magnitude of relationship 
between two variables measured on an interval scale (Polit & Hungler, 1999). The 
level of significance level for all analysis in the present study was set at p < 0.05. 
Reliability analysis using Cronbach's coefficient alpha was used for all of the 
scales of the study with the present sample. Cronbach's alpha had been performed to 
determine the internal consistency of the instruments in order to detect how much the 
items on a scale were measuring the same underlying dimension (Polit, 1996). 
In this study, correlation can be a very useful research tool but are not useful in 
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analysis the predictive power of variables. Since the focus of this study was to 
discuss the correlates of patient satisfaction with pain management among Chinese 
postoperative patients and therefore regression analysis was conducted. In 
regression analysis, fitting a predictive model to the data and using this model to 
predict values of the dependent variable from one or more independent variables 
(Field, 2000). Therefore, stepwise multiple regression analysis was performed by 
using those variables with significant results in bivariate correlations analyses in order 
to determine whether predictions or explanations of variance within the study 
framework could be made. A stepwise model selection was also used to identify a 
set of variables most associated with patient satisfaction with pain management in this 
study. The selection of independent variables based on both the statistical and 
hypothetical relationships with the dependent variable (i.e. patient satisfaction with 
pain management). All the significant independent variables to be included in the 
multiple regression equation for analysis were determined in the descriptive 
correlation method first. In multiple regression analysis, some demographic 
variables were transformed as dummy variables for the analysis purpose. Stepwise 
multiple regression is a method by which all potential predictors can be considered 
and through which the combination of variables providing the most predictive power 
can be chosen. (Polit & Hungler, 1999). Moreover, a common purpose of regression 
analysis is prognostic, predicting a given outcome based on identified factors. A 
second purpose of regression is to better understand clinical phenomenon by 
identifying those factors associated with it. (Portney & Watkins, 2000). 
Effect Size and Power of the Study 
Polit and Sherman (1990) point out that many nurse researchers are conducting 
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under-powered investigations which have resulted in statistically accepting a high risk 
of Type II error (wrongly accepting a false null hypothesis). This problem has not 
only appeared in nursing research, but also in many medical (Williamson, Goldscmidt, 
& Colton, 1986) and psychological (Clarke-Carter, 1997) studies. Low statistical 
power results in non-significant findings in many research studies when the null 
hypotheses are, in fact, false. Therefore, in order to attain adequate power, various 
techniques including increasing the sample size, using reliable and valid measures and 
appropriate timing in administering the measures were used to enhance the sensitivity 
of the research design. Moreover, extraneous variables in the study had a 
statistically irrelevant association with the dependent variable and that can confound 
the testing of the research hypothesis (Polit & Hungler, 1999). In order to determine 
the true nature of the relationship between the independent and dependent variables in 
this study, a statistical control by reporting adjusted R^ instead of R: was used. 
Ethical Considerations 
This study was approved by the Ethics Committee of the Faculty of Medicine at 
the Chinese University of Hong Kong and the Hospital Ethics Review Committee of 
the study hospital. The ethical approvals for the study are attached in Appendices 
9-11. The Departmental Operation Manager and the Chief of Service of the 
Department of Surgery at the study hospital were contacted for access approval to 
conduct the study. In this study the reseacher's primary objective is to ensure 
accepted standards for the rights and protection of human subjects, while fulfilling the 
research aims. Human research participants are protected by a number of codes such 
as the Nuremberg Code, Declaration of Helsinki and professional codes of conduct 
(Sharts-Hopko, 2001). However, perhaps the abiding ethical principle of clinical 
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research is that of non-maleficience, or doing no harm, either by action or omission, to 
participants (Beauchamp & Childress, 2001). 
Those who agreed to participate in the study did so on a voluntary basis, 
knowing that it was non-therapeutic research in which there would be no recompense 
for them personally. The purpose of non-therapeutic research is to gain knowledge 
that can be generalized to benefit society as a whole, and the benefits are not specific 
to the participants (Cassell & Young, 2002). The content of the informed consent 
form followed the requirements in the checklist downloaded from the university 
research ethics committee website (Appendix 12). The consent form explicitly 
stated that the researcher would not pass on information to those providing 
participants' care, and therefore would not be able to influence the standard of care 
they receive. This statement was guided by conventional texts (Beanland et al., 
1999), and a non-interventional study was planned because this study sought to 
analyse this experience, without altering the nature of the observed phenomena. 
In order to explain the rationale for this study and to establish open and honest 
relationships with participants, the researcher disclosed her clinical background and 
professional interest in the topic at the outset. The researcher gave each patient an 
information sheet (Appendix 13). The researcher took them through this sheet 
before asking them to sign, indicating their consent to participate when they 
acknowledged they had understood the given information. This information sheet 
consisted of a brief introduction of the background of researcher, the aims and the 
significance of the study. Other researchers have commented on the importance of 
such disclosure and its effectiveness in helping to develop rapport with participants, 
leading to increased trust and openness (Leslie & McAllister，2002). This was 
therefore a straightforward research contract, in that participants gave information and 
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the researcher, while providing no treatment, sought only to protect them from harm 
rather than offering direct benefit. 
In addition, prior to data collection the patients were invited to consent to 
participate in the data collection process and to allow their medical records to be 
accessed for relevant demographic information. Only the researcher had direct 
access to the data obtained from the patients. Patients were assured that privacy and 
confidentiality of collected information would be maintained at all times. Also, 
patients were told that they were under no obligation to participate and could 
withdraw without impunity at any time during the study. This ensured justice was 
served, as did ensuring patients' privacy when they were being interviewed, and 
maintaining confidential and anonymous records of data collected. The researcher 
was also willing to answer the patient's queries if they had any problem. During the 
immediate postoperative period following surgery, patients' vital signs were routinely 
and closely monitored for signs of pain and complications as per hospital policy. In 
view of this, the data collection such as pain assessment had not posed additional 
burden on the patient. 
Conclusion 
In summary, this chapter described the research methodology that had been used 
in the study with the justification for its use according to the related literature. The 





This chapter focused on the findings of data analyses used to verify the 
hypotheses described earlier. The chapter begins with the reliability analysis of the 
instruments. In the first stage of the data analysis, Cronbach's alphas were calculated 
on the instruments used in this study in order to determine the reliability of the 
translated instruments as shown in Table 2. Subsequently, the relationships between 
patient satisfaction and independent variables were also presented. 
Reliability of the Instruments 
According to Massey and Lubno (1991), subjects' response to instruments could 
change over time. Therefore, reliability analysis of the instruments should focus on 
the homogeneity rather than stability or equivalence. Hence, Cronbach's alpha 
which detected how items within the scale reflect or measure the same tool (Polit & 
Hungler, 1999) was used to determine the internal consistency of the instruments used 
in this study. 
Cronbach's alpha, the correlation of answers to items and a measure of internal 
consistency of an instrument, was determined for component subscales of the 
instrument to assess the reliability in this study population. Besides, Nunnally and 
Bernstein's guidelines (1994) propose that an alpha coefficient of 0.70 is acceptable 
for an instrument in the early stages of development and a coefficient of 0.80 is 
adequate for a more developed instrument. If a tool contains subscales that are 
analyzed, the reliability of each subscale must be assessed, as well as that of the total 
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tool. The individual findings of different instruments and subscales are summarized 
in Table 2. The reliability coefficients for the four instruments are well above the 
minimum for acceptable levels of internal consistency by Kline's (1998) estimates in 
this study. 
Table 2. Reliability Analysis of the Instruments 
Instrument and Subscale Number of items Cronbach's alpha 
APS-POQ-Modified Total Scale 15 ^ 
Subscales 
Pain intensity (items 2-4) 3 0.81 
Pain interference (items 5A-E) 5 0.87 
Beliefs about pain (items lOA-G) 7 0.58 
State Anxiety Inventory 20 0.85 
MHLC Form C Total Scale 18 0.88 
Subscales 
M H L C - Internal 6 0.90 
M H L C - Chance 6 0.93 
M H L C - D o c t o r s 3 0.63 
M H L C — Other people 3 0.82 
Patient Satisfaction Questionnaire-Modified 7 
Moreover, the items assessing patients' beliefs about pain were adopted from the 
Barriers Questionnaire, a 27-item instrument that had shown good internal consistency, 
with a Cronbach's alpha coefficient reported of 0.89 (Ward et al., 1993). The subset 
of Barriers Questionnaire items included in the current questionnaire had also shown 
good internal consistency (alpha 二 0.72) (APS Quality of Care Committee, 1995). In 
McNeill et al. (1998) study, the internal consistency of the APS-POQ subscales varied 
from 0.82 for interference of pain to 0.68 for the beliefs about pain. In the present 
study, the alpha reliability of the APS-POQ-Modified subscales ranged from 0.87 for 
interference of pain to 0.58 for the beliefs about pain. It should be noted here the 
internal consistency estimates for the beliefs' subscale, while low, are comparable to 
that obtained from the subscale of beliefs about pain in the previous studies (APS 
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Quality of Care Committee, 1995; McNeill et al., 1998) for which Cronbach's alpha 
was reported as 0.72 and 0.68 respectively. Gay (1985) concluded that the reliability 
of subscales often is lower than that of the total tool because of their shorter length. 
The overall reliability coefficient of the APS-POQ-Modified was 0.78, which 
considered as an acceptable instrument for use. 
Wallston's (1998) study reported that the alpha reliability of the M H L C subscales 
was in the 0.60-0.75 ranges, thus are moderately reliable. Besides, the alpha 
reliabilities of Chinese version of M H L C subscales ranged from 0.58-0.70 (Pang, Ip, 
& Chang, 2001). In this study, the alpha reliabilities of the Chinese version of 
M H L C subscales ranged from 0.63 for the doctors subscale to 0.93 for the chance 
subscale. It was considered as an acceptable scoring of a good instrument. 
Demographic Characteristics 
Of the 165 eligible Chinese subjects, two withdrew because of fatigue and five 
patients refused participation for lack of interest. Data from one subject was 
incomplete and was not included in the analysis. The response rate was 95%. The 
demographic characteristics of the sample of 157 subjects are presented in Table 2. 
A total of 157 subjects, age ranged from 18-88 years old (M = 64.44, SD = 13.63), 
participated in the study. More than half (N = 94, 59.9%) of the subjects were 
elderly people and over 65 years of age. For the gender distribution, 103 (65.6%) 
were males and 54 (34.4%) were females, the overall frequencies indicated a higher 
percentage of male subjects in the present study (Table 3). 
For the educational level, the overall frequencies indicated that the majority of 
107 (68.2%) subjects had completed primary education. Approximately 50 (31.8%) 
of the subjects had not received any formal education since the subjects were 
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composed of more than half of elderly people. The level of education was expected 
to be low which may be due to the education policy during their time. The results 
regarding occupational status showed that 92 (58.6%) subjects were either retired or 
unemployed and 35 (22.3%) subjects were housewives. The fact that 94 subjects 
were over 65 years of age may account for this characteristic. For the marital status, 
the majority of 118 (75.2%) subjects were married (Table 3). 
Table 3. Demographic Characteristics 
Variables Total sample (N = 157) 
Mean age 土 SD (range) 64.44 ± 13.63 (18 - 88) 
No Percentage 
Gender 
Male 103 65.6 
Female 54 34.4 
Educational level 
Informal education 50 31.8 
Primary education 62 39.5 
Secondary education 37 23.6 
College or above 8 5.1 
Occupational status 
Unemployed 16 10.2 
Retired 76 48.4 
Housewife 35 22.3 
Employed 30 19.1 
Marital status 
Single 6 3.8 
Married 118 75.2 
Divorced/Separated 8 5.1 
Widowed ^ 119 
Medical Characteristics 
The majority of 104 (66.2%) subjects had no past history of surgery, while the 
remaining 53 (33.8%) subjects had past history of surgery. With regards to strategies 
for managing pain reported by subjects, the majority of subjects (N = 127, 80.9%) had 
received PCA, while 30 (19.1%) subjects had received EA. The result indicated that 
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analgesic delivery via P C A was more commonly employed instead of E A in this study. 
With regards to the types of surgery, all the subjects had mainly undergone abdominal 
surgery. Surgical interventions were categorized into five types of surgery even 
though the subjects were under abdominal surgical approach, with the largest 
percentage being upper abdominal surgery (34.4%) (Table 4). 
Table 4. Medical Characteristics 
“ Total sample (N = 157) 
Variables ^ Percentage 
Types of surgery 
1. Upper abdominal surgery 54 34.4 
(Oesophagectomy, Oesophagogastrectomy, 
Distal gastrectomy) 
2. Hepatobiliary surgery 16 10.2 
(Cholecystectomy; Hepatectomy) 
3. Lower abdominal surgery: 31 19.7 
(Colectomy, Hemicolectomy, Sigmoidectomy, 
Small bowel resection) 
4. Abdminoperineal resection of rectum 29 18.5 
5. Laparotomy and exploration 27 17.2 
History of surgery 
Yes 53 33.8 
N o 104 66.2 
Pain control method 
P C A 127 80.9 
E A 30 19.1 
Physical Characteristics of Pain 
Descriptive analysis approaches were used to answer the first research question 
related to the physical and psychosocial characteristics of the pain. Subjects 
complained of varying degrees of pain in the past 24 hours and were asked to rate 
current pain, the worst pain and the average pain they had experienced after surgery. 
Frequencies and measures of central tendency for intensity of current pain (M = 3.57, 
SD = 2.23), the worst pain (M = 7.11, SD = 2.06) and the average level of pain (M = 
4.50, SD = 1.69) in the last 24 hours are presented in Table 3. A group of questions 
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inquired about the level of interference that pain posed for various general activities, 
mood, interpersonal relationships, walking ability and sleep. The greatest 
interference was with walking ability (M = 5.78, SD = 2.61), while the lowest 
interference was mood (M = 1.62, SD = 2.11) (Table 5). 
Table 5. Pain Characteristics (N = 157) 
Scale Mean SD Study range Possible range 
Pain intensity 
Current pain 3.57 2.23 0-10 0-10 
Worst pain 7.11 2.06 3-10 0-10 
Average pain 4.50 1.69 0-8 0-10 
Pain interference total 16.03 10.72 0-42 0-50 
General activity 4.46 3.06 0-10 0-10 
Mood 1.62 2.11 0-8 0-10 
Walking ability 5.78 2.61 0-10 0-10 
Relationships 1.64 2.15 0-8 0-10 
Sleep 2.53 3.03 0-10 0-10 
Psychosocial Characteristics of Pain 
Health locus of control 
Participants were asked to rate items using a 6-point likert scale (1 = representing 
strongly disagree to 6 = representing strongly agree). Data analysis was conducted 
on the four dimensions of M H L C scale. Total health locus of control was not 
considered and the four dimensions were independent of one another. The mean 
scores of the four subscales of the M H L C were: internal (M = 25.85, SD = 4.81), 
chance 18.48 (M = 18.48, SD = 6.20), doctors ( M - 14.92, SD = 1.94) and other 
people (M = 15.66, SD 二 2.02) (Table 6). 
State anxiety 
In responding to the 20-item state anxiety scale, patients were asked to indicate 
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how they felt ‘at that moment' on a 4-point Likert scale from 1 = 'not at all' to 4 = 
'very much so,. Possible scores ranged from 20-80, higher scores are indicative of 
greater anxiety. The mean score of state anxiety was 40.23 (SD = 6.21, Range = 
22-63) (Table 6). 
Table 6. Psychosocial Characteristics of Pain (N = 157) 
Scale Mean SD Study range Possible range 
M H L C 
Internal 25.85 4.81 15-35 6-36 
Chance 18.48 6.20 7-30 6-36 
Doctors 14.92 1.94 8-18 3-18 
Other people 15.66 2.02 9-18 3-18 
State anxiety 40.23 6.21 22-63 20-80 
Patient satisfaction 27.28 4.05 16-35 5-35 
Patient satisfaction 
The subjects were also asked to indicate their level of satisfaction with the 
process by which they received the pain management interventions. The 
PSQ-Modified consists of seven statements evaluating how subjects feel regarding 
postoperative pain management on a 5-point Likert type intensity rating scale (1 = 
strongly disagree to 5 二 strongly agree). High scores represent greater satisfaction or 
less concern with their pain management. The total PSQ-Modified scores ranged 
from 16-35, with a mean score of 27.28 (SD = 4.05) (Table 6). 
Beliefs about pain 
The subjects were asked to indicate their level of agreement on a 1-6 scale (1 = 
representing no agreement and 6 = representing very much agreement) with seven 
statements to determine their beliefs about pain. The total score of beliefs about pain 
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ranged from 6-42, higher scores represent greater misconception about pain. The 
maximum and minimum scores of overall beliefs about pain were 34 and 13 with a 
mean score of 21.94 (SD = 4.64). In general, patients seemed did not indicate 
agreement with statements 1-5. The statements assessing concerns about “Pain 
medicine should be saved in case the pain get worse", and "Pain is a sign that illness 
has gotten worse", received the higher score of the scales, suggesting that these beliefs 
are strong and common. Descriptive statistics for the responses to these statements 
generally indicated disagreement with some belief statements but misconception still 
existed (Table 7). 
Table 7. Beliefs about Pain (N = 157) 
Scale Mean SD Study range Possible range 
Beliefs about pain “ ^ " " “ ^ ^ ^ 
1. Pain medicine c a m o t really control pain. 2.60 1.26 1-6 1-6 
2. People get addicted to pain medicine easily. 2.76 1.36 1-6 1-6 
3. Good patients avoid talking about pain. 2.83 1.42 1-6 1-6 
4. It is easier to put up with pain than side 2.43 1.23 1-6 1-6 
effects of pain medicine. 
5. Conpla in ts of pain distract physician f rom 2.90 1.34 1-6 1-6 
treating underlying illness. 
6. Pain medicine should be "saved" in case the 4.34 1.44 1-6 1-6 
pain gets worse. 
7. The experience of pain is a sign that illness 4.06 1.55 1-6 1-6 
has gotten worse.  
Responses to Modified APS Patient Outcome Questionnaire 
The APS-POQ-Modified has an item that specifically asks if patients recalled 
receiving information about the importance of their pain management. One hundred 
and fifty two (96.8%) of the subjects indicated that both nurses and physicians had 
reminded them to report any presence of pain, only five subjects (3.2%) reported “no 
or could not remember". Another component of satisfaction is waiting time for 
analgesic medication. By examining 15 (9.6%) subjects requesting an analgesic 
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within the 24 hours prior to the researcher's assessment who responded to the item 
“longest time when they asked for pain medication”, ten subjects reported a wait time 
of less than ten minutes; three reported 11-21 minutes; two reported 21-30 minutes as 
the longest time they had to wait for pain medication. There were 14 (8.9%) subjects 
indicated they experienced a time when “analgesic medication did not help and 
another medication was requested”�of these, their waited time was less than one hour 
for a change in medication (Table 8). 
Table 8. Responses to Report Pain, Wait Time for Pain Medication and 
Nonpharmacological Pain Management 
" T t ^ No % 
Inform patient report pain to physician or nurses 
Yes 152 96.8 
N o 5 3.2 
Longest time wait for pain medicine when requesting pain medication 
< l O m i n 10 6.4 
11-20 min 3 1.9 
21-30 min 2 1.2 
Never asked for pain medication 142 90.4 
Pain medication did not help and asked for more pain relieve 
Yes 14 8.9 
N o 143 91.1 
Time it took to change pain medication 
< l h r 14 8.9 
Requesting a stronger dose of pain medication if still have pain 
Yes 105 66.9 
N o 33.1 
Use of nonpharmacological approaches to control pain 
Yes 93 59.2 
N o 64 40.8 
Regarding the factors that differentiate patients who are still in pain but do not 
want additional pain relief from those who do, was sought by examining the subjects 
who indicated that they were still in pain to determine whether they wanted more pain 
medication. Approximately 52 (33.1%) of the subjects responded ‘no，，that they did 
not want a stronger does of pain medication, and 105 (66.9%) responded 'yes'. Also, 
93 (59.2%) subjects reported that they had used nonpharmacological approaches to 
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control pain, while the remaining 64 (40.8%) subjects had not used any 
nonpharmacological approaches to control pain. Subjects reported the use of 
alternative approaches to pain relief, the most common of which were simple 
relaxation techniques, distraction strategies (i.e. talking with others, listening to music, 
watching television), superficial massage, repositioning and splinting of wound during 
movement (Table 8). 
Comparisons of Satisfaction Ratings with Patient Characteristics 
To answer the second research question, independent-sample 〜test was employed 
to find out whether there were significant differences between patient satisfaction 
ratings and demographic characteristics (gender, past history of surgery and pain 
control method). The male subjects (M = 27.81, SD = 3.89) had statistically 
significantly higher patient satisfaction scores than the female subjects (M = 26.28, SD 
=4.19； t = 2.28, p < 0.02). However, independent-samples Mest did not reveal any 
statistically significant differences between the patient satisfaction scores with regard to 
past history of surgery and pain control method in this study (Table 9). 
Table 9. Comparison of Satisfaction Ratings with Patient Characteristics 
Statistical test 
Variables No. Mean SD — Pvalue 
Gender 
Male 103 27.81 3.89 2.28 < 0.02* 
Female 54 26.28 4.19 
Past history of surgery 
N o 104 27.34 3.64 0.22 NS 
Yes 53 27.17 4.79 
Pain control method 
PCA 127 27.09 4.14 -1.24 NS 
EA 30 28.10 3.60 
NS - Not Significant. *p < 0.05. 
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Correlates of Patient Satisfaction 
To answer the third to fifth research questions, correlations between patient 
satisfaction and different independent variables are summarized in Table 10. 
Correlations among patient satisfaction with pain management and all pain intensity, 
educational level, occupational status and marital status were performed using 
Spearman's rank correlation coefficient for ordinal data. Correlations among patient 
satisfaction with pain management and age, multidimensional health locus of control, 
state anxiety, beliefs about pain, overall pain interference with various activities were 
performed using Pearson's product moment correlation coefficient for interval data. 
Preliminary analyses were performed to ensure no violation of the assumptions of 
normality, linearity and homoscedasticity by inspecting the residuals scatterplots 
which are generated as part of the multiple regression procedure. These all refer to 
various aspects of the distribution of scores and the nature of the underlying 
relationship between the variables. In the scatterplot of the standardized residuals 
was roughly rectangularly distributed, with most of the scores concentrated in the 
centre (along the 0 point). The results suggested no violation of the assumptions. 
Table 10. Correlations Between Patient Satisfaction and Demographic Characteristics 
Variables rs 尸 value 
Age (r) - 0 . 1 0 < 0 . 2 1 
Educational level 0.15 S 0.05 
Occupational status 0.03 - 0.70 
Marital status - 0 . 0 8 - C.32  
N = 157. None of the above results were statistically significant a tp < 0.05. 
r = Pearson pioduct-moment correlation 
rs = Spearman's rank order correlation 
Among the demographic variables, Spearman's rank correlation coefficient only 
showed a weak but borderline significant positive correlation between patient 
satisfaction with pain management and educational level (o = 0.15, p = 0.05). There 
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were no statistically significant correlations found on age, occupational status and 
marital status (Table 10). 
Patient satisfaction was correlated inversely and significantly with all pain 
intensity including current pain (r^  = -0.41; p < 0.0001), the worst pain (rs = -0.35; p < 
0.0001) and the average level of pain (r^  = -0.35; p < 0.0001). Besides, there were 
significant moderate negative correlation found between patient satisfaction with pain 
management and overall pain interference with various activities (r = -0.35, P < 
0.001). This revealed that the higher the intensity of pain and the pain interference 
experienced by the patients, the less satisfied they were with the way of treating their 
pain (Table 11). 
Moreover, there were significant moderate negative coirelation found between 
patient satisfaction with pain management and state anxiety (r = -0.27, p < 0.001); 
beliefs about pain (r = -0.34, p < 0.0001). This findings indicated that the lower the 
state anxiety and beliefs about pain, the greater the patient satisfaction with pain 
management (Table 11). 
Furthermore, there were moderately positive correlations found between patient 
satisfaction with pain management and M H L C I (r = 0.40，p < 0.001), M H L C D (r = 
0.36, p < 0.001) and M H L C O (r = 0.47, p < 0.001). However, there was no 
significant correlation between patient satisfaction with pain management and 
M H L C C . This findings indicated that the higher the MHLCI, M H L C D and 



























































































































































































































































































































































































































































































































































































































































Predictors of Patient Satisfaction 
To answer the sixth research question, preliminary regression procedure was 
conducted to examine the association of patient education, gender and patient 
satisfaction with pain management. D u m m y coding was used for the categorical 
gender (i.e. male = +1; female = -1) and education (i.e. educated = +1; non-educated = 
-1) variables. Patient satisfaction with pain management ratings were correlated 
inversely with gender (r = -0.18,p< 0.01) but correlated positively with education 
(r = 0.15, p<0.03). Demographic variables of gender and education were entered in 
the model as significant predictors of patient satisfaction with pain management. 
Therefore, these two demographic factors were included in further analyses (Table 
12). 
Table 12. Stepwise Multiple Regression Analyses of Predictors for Patient Satisfaction 
with Pain Management among Postoperative Patients 
‘ CI “ 
Variables B [3 P value ‘ Lower Upper R^ Adjusted R" R^ change F  
MHLCO 0.57 0.28 <0.0001 0.27 0.86 0.468 0.214 0.219 43.56**** 
Current pain —0.43 -0.24 <0.001 —0.67 —0.18 0.575 0.322 0.111 38.06**** 
Beliefs about pain —0.24 —0.27 <0.0001 -0.34 -0.13 0.645 0.404 0.085 36.29**** 
Education 148 o . l 7 < 0.007 0.41 2.55 0.662 0.423 0.022 29.61**** 
MHLCI 0.17 0.20 < 0.009 0.04 0.30 0.682 0.447 0.027 26.27**** 
Worst pain _Q 29 _o.l5 <0.031 —0.54 —0.03 0.694 0.461 0.016 23.23**** 
N = 157. ****p< 0.0001 
MHLCO = Multidimeiisional Health Locus of Control 一 Other People Score 
MHLCI = Multidimensional Health Locus of Control — Internal Score 
Although correlation analysis identified relationships between the selected 
variables such as gender and education, it did not indicate its functional relationships. 
Thus, regression analysis was carried out to understand whether the selected variables 
help to predict patient satisfaction with pain management among postoperative 
patients. The choice of variables included into the equation was based on their 
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statistical significance and hypothetical relationships among themselves as well as the 
theoretical considerations. Stepwise multiple regression was used to evaluate the 
contribution of each independent variable (Portney & Watkins, 2000). The purpose 
of the regression analysis is to provide an objective method to select the smallest 
number of study variables that would maximize the predictor of patient satisfaction 
with pain management among postoperative patients. 
A stepwise multiple regression was performed between patient satisfaction with 
pain management ratings as the dependent variable and the selected variables 
including gender, education, pain intensity including current pain, the worst pain and 
average level of pain, interference of pain with various activities, beliefs about pain, 
state anxiety, multidimensional health locus of control including MHLCI, M H L C D , 
M H L C O as independent variables. Accordingly, these eleven independent variables 
were considered for their potential influence towards patient satisfaction with pain 
management and were entered into the equation. Analysis was performed using 
SPSS R E G R E S S I O N and SPSS FREQUENCIES for evaluation of assumptions. 
The final model for patient satisfaction with pain management resulted from the 
stepwise procedure as displayed in Table 12. Only six of the independent variables 
contributed significantly to prediction of patient satisfaction with pain management. 
The six variables retained in the equation were M H L C O , beliefs about pain, current 
pain intensity, MHLCI, education and the worst pain intensity after stepwise 
procedure was performed. It implies that M H L C O , beliefs about pain, current pain 
intensity, MHLCI, education and the worst pain intensity are significant predictors of 
patient satisfaction with pain management among Chinese postoperative patients. 
Moreover, the current pain intensity, beliefs about pain and the worst pain were 
correlated inversely with patient satisfaction with pain management whereas, 
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MHLCO, MHLCI and education were correlated positively with patient satisfaction 
with pain management. 
The results showed that the six variables explained 46.1% of the variance 
"F(6,150) 二 23.23, p < 0.0001] in patient satisfaction with pain management among 
Chinese postoperative patients. The effect size {p = 0.86) of the model of prediction 
is large by Cohen's (1992) estimates and the confidence intervals are sufficiently 
narrow to suggest with 95% confidence that the reflect the true relationship. Of 
these six variables, M H L C O makes the largest unique contribution (beta = 0.28), 
beliefs about pain (beta = -0.27), current pain (beta = -0.24), M H L C I (beta = 0.20), 
the worst pain (beta = -0.15) and education (beta = 0.17). The findings indicated that 
higher M H L C O , M H L C I and education are likely to have greater patient satisfaction 
with pain management. On the contrary, higher current pain, the worst pain intensity 
and higher beliefs or misconception about pain contribute to lower patient satisfaction 
with pain management. 
Conclusion 
In summary, the research hypotheses showed significant relationships with 
physical and psychosocial variables. Out of the 17 independent variables studied, 
only 11 independent variables had shown significant relationships with patient 
satisfaction with pain management. The findings also concluded that six 
independent variables contributed significantly to the prediction of patient satisfaction 
with pain management in this study. M H L C O , beliefs about pain, current pain 
intensity, MHLCI, education and the worst pain intensity are significant predictors of 
patient satisfaction with pain management among Chinese postoperative patients. 
Although the correlations are low to moderate in magnitude, they are predominantly 
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significant, and present a consistent pattern such that more positive MHLCI, M H L C D 
and M H L O are linked to better patient satisfaction with pain management ratings. 
The strongest associations were found between subscales of the MHLCI, M H L C D , 
M H L C O and current pain intensity. The weakest associations were with state 
anxiety. To explore the predictors of patient satisfaction with pain management on 
postoperative patients which in turn to provide better pain management interventions. 
Additionally, findings will increase understanding of postoperative pain management 
from the patients' perspective and will help to identify the best way of pain 
management for postoperative patients. The possible explanation and a comparison 





This chapter presents a discussion of the findings in relation to subjects' 
characteristics and how it compares with previous studies. Then, the researcher 
explains the findings, compares the findings with previous research on the topic and 
examines the significance of the results. 
Demographic Characteristics 
The researcher examined specific patient characteristics such as age, gender, 
educational level, marital status, occupational status and previous history of surgery 
that have been found to be associated with pain and/or satisfaction with pain 
management in previous studies (Comley & DeMeyer, 2001; Keogh & Herdenfeldt, 
2002; Macintyre & Jarvis, 1996). However, the findings of the present study did not 
reveal any significant relationships between patient satisfaction with pain 
management and the selected demographic characteristics except for educational level 
and gender. The results reported a significant difference in satisfaction ratings 
between female and male patients. The female patients had relatively lower 
satisfaction scores than male patients. This finding concurs with previous studies of 
patient satisfaction with pain management (Thomas et al., 1998; Ure et al., 1994). 
Some recent studies generally accepted that males and females exhibit important 
differences in their pain experiences (Berkley & Holdcroft, 1999; Fillingim & Ness， 
2000). Since females report more pain experiences and more negative responses to 
pain compared to males, therefore female patients were less satisfied with their pain 
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management. 
The results from this study also revealed that educational level was found to have 
a weak positive correlation with patient satisfaction with pain management. Patients 
with lower levels of education were less satisfied with their pain management. 
Although patients' educational level was statistically correlated with their satisfaction 
with pain management in a marginally level, it was the only demographic factor that 
can explain the variance of satisfaction with pain management. Contrary to Whelan 
et al. (2004) study, their results showed that patients with higher levels of education 
reported more significant pain and were less satisfied with their pain management. 
Sullivan, Bishop and Pivik (1995) also claimed that the demographic characteristics 
had moderate relations between pain and patient satisfaction. 
Other factors that may influence the patient's perception to care have not been 
measured in this study. Patient characteristics such as nature and acuity of physical 
illness, the ethno-cultural and familial-social aspects of the pain experience should be 
noted. Situational factors also can create problems, such as the physical 
environment, the health care provider, or the presence or absence of family or friends. 
These characteristics are important to consider when thinking about measuring, 
treating, and studying pain and patient satisfaction. However, it is beyond the scope 
of the present study to fully ascertain the mechanism behind this difference. It is 
suggested future research should consider all these characteristics especially in 
ethno-cultural aspects. 
Patient Satisfaction with Pain Management and Pain Characteristics 
Postoperative pain runs a normal course of three to four days, and there is 
evidence that patients suffering from long-lasting pain are helped less by their 
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prescribed medications than patients with the usual short pain course (Melzack, 
Abbott, Zackon, Mulder, & Davis, 1987). In the present study, most patients 
reported moderate to high intensity of pain in their early postoperative period (i.e. 
24-72 hours postoperatively). This population appears to have a significant pain 
burden that is important to recognize and to treat adequately which supports the need 
for improved methods of pain recognition and management. 
Important findings from this study indicated that patient satisfaction was 
correlated inversely and significantly with all pain intensity and pain interfered with 
general activity, mood, walking ability, relations with other people and sleep, meaning 
the lower the pain intensity and pain interference rating, the greater the patients' 
satisfaction. It reflects some relationship between patient satisfaction and the level 
of pain experienced. However, inconsistent relationships between pain intensity and 
patient satisfaction have been observed in earlier studies. Some studies showed no 
relationship between pain intensity and patient satisfaction (Bookbinder et al., 1996; 
Miaskowski et al., 1994; Ward & Gordon, 1994, 1996), but more recent studies have 
found that patient satisfaction decreases as pain intensity increases (Carroll et al., 
1999; Jamison et al., 1997; McNeill et al., 1998). 
The results of regression analysis also revealed that current pain and the worst 
pain are significant predictors of patient satisfaction with pain management. It is 
supported by the previous study that the reported frequency of moderate to severe 
pain predicts level of patient satisfaction (Carroll et al., 1999). Although average 
pain and pain interference are expected to relate to satisfaction, their relationships 
were weak in the present study which consistent with findings from Sherwood et al. 
(2003) study. Contrary to McNeil et al. (2001) study, Hispanic hospitalized patients 
reported that average pain and interference with mood to be significant predictors of 
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satisfaction, it may be due to the cultural differences. N o other reports of regression 
analysis for this group of factors related to satisfaction with pain management were 
found as a basis for comparison. Despite these difficulties, most patients do not seek 
out additional or complete pain relief. It is likely that patients are weighing the 
positive (e.g. pain relief) and negative (e.g. side effects) outcomes of treatment and 
making trade-offs between these outcomes when making treatment decisions. 
There are reasons proposed to explain the patients' evaluation of how satisfied 
they were with the pain management did not fully correspond to the reported pain 
intensity. This may be due to patients' expectation that pain is a typical experience 
after surgery and little can be done to relieve it. The fact that patients do not know 
what other types of pain relief are available may be one reason for the patients 
expressing satisfaction despite being in pain. Apparently, it is no great advantage to 
ask the patients to make known when in pain when they do not know how much pain 
they are supposed to tolerate or how much pain relief they can expect to receive 
(Bostrom et al., 1997). Further reasons may be that patients are reluctant to criticize 
the staff, do not want to feel dependent on them, or that they judge the kindness of the 
staff rather than their way of treating the pain. Considering the difficulties of 
evaluating the quality of pain management alone, it has been suggested that the 
interviewer together with the patient could have explored the incongruities found 
between pain intensity ratings and level of satisfaction with pain relief in a qualitative 
approach (Miaskowski et al., 1994). 
Besides, the results reported that the mean scores of all pain intensity were 
slightly lower than the findings of other studies (McNeil et al, 1998; Sherwood et al., 
2003). The reason behind may be the hesitancy of Chinese people to display pain in 
public. Although patients may experience similar pain levels, they may not express 
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the same level of pain intensity. The researcher did not exclude the possibility that 
the findings also may have been the result of the subjects wanting to be ‘a good 
patient', as reported by Lin and Ward (1995). 
In recent years, although patient satisfaction with their pain management is 
important, more emphasis has been placed on patient self-reported satisfaction. 
Logically, patient satisfaction with their analgesia would be a strong indicator of the 
quality of pain control. When patient preferences are taken into consideration in 
formulating medical decisions, then clinical outcomes of patient care may be 
improved. Contrary to what is typically expected, survey studies that assess patient 
satisfaction show that satisfaction with pain relief is not necessarily proportional to 
objective measures of pain control. Patients are not aware of the risks of unrelieved 
pain or about the available treatment options. Many patients expect pain after 
surgery, and inadequate pain relief does not necessarily mean dissatisfaction with their 
health care (Kuperberg & Gmbbs, 1997; Nay, Elliott, & Harrop-Griffiths, 1996). 
Health care provider has been shown to have a significant role in patient satisfaction. 
One possible reason is that the kinder or more attentive the staff, the higher the 
satisfaction. 
Using patient satisfaction as an indicator of pain control alone may have limited 
validity if the patients are not fully educated about the complications of unrelieved 
pain. The patient may not know that pain can lead to immobility, which can increase 
the risk of thromboembolism or that uncontrolled pain may increase the risks of 
developing chronic pain. The patient may be unaware that they do not need to suffer 
because there are available options to treat pain (Bostrom et al., 1997). Thus, using 
patient satisfaction as a monitoring parameter may be insufficient until patients' gain a 
better understanding that their pain can be better treated in the postoperative setting. 
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It is important that health care providers need to delineate the difference between pain 
scores and satisfaction with care. The field of pain management is rapidly changing 
requiring professional knowledge and experience in order to ensure pain management 
of good quality. 
Multidimensional Health Locus of Control 
Beliefs about health and illness are thought to play an important mediating role 
between the pain and patient satisfaction with pain management. In recent years, 
psychometric questionnaires have been developed to monitor a wide range of 
cognitive beliefs (Strong, Ashton, Crammond, & Chant, 1992), although perceptions 
of self control over events has proved one of the more enduring cognitive constructs 
(Weisenberg, 1998). 
Individual who have an internal L O C believe that a positive cause/effect 
relationship exists between their own behavior and the outcomes they experience, 
people having an external LOC, on the other hand, perceive a lack of a relationship 
between their activities and consequent outcomes. In these individuals, outcomes 
may be perceived as controlled by sources external to oneself such as "powerful 
others" or by "chance factors" such as fate, luck or god (Levenson, 1974). 
The most commonly used measure of perceived control in the health area is the 
M H L C scale (Wallston et al., 1978) and this questionnaire has been adapted to 
examine specific beliefs regarding control over pain (Main & Waddell, 1991; Toomey, 
Mann, & AbasMan, 1991). These questionnaires assess the degree to which an 
individual believes that their health or severity of pain is determined by factors of 
chance, by the actions of "powerful others" (e.g. family, physician or other health 
professionals), or as a consequence of their own actions and behaviours. Patients 
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with a chance orientation believe that nothing one does matter, however, factors such 
as fate or the weather are responsible for pain and associated psychological distress. 
Patients with a "powerful other" L O C attributional style believe that regular doctor 
visits and strict adherence to prescribed treatment regimens are the best way to 
manage their illness. Individuals who endorse powerful others or chance factors are 
said to display an external LOC, while those who emphasize their own actions and 
behaviours exhibit an internal locus. 
The relationship between L O C and patient satisfaction with pain management 
has been a subject of considerable heuristic interest. In the present study, there were 
moderate positive correlations found between patient satisfaction with pain 
management and MHLCI, M H L C D and M H L C O but not in M H L C C . This findings 
indicated that the higher the MHLCI, M H L C D and M H L C O , the greater the patient 
satisfaction with pain management. Moreover, M H L C O and M H L C I were shown to 
be the most important predictors of patient satisfaction with pain management. 
M H L C O even accounts for more than 20% of the variance in scores. The scores of 
the four M H L C subscales varied systematically in this study in ways that are 
inconsistent with previous studies for other medical populations, i.e. other people 
L O C were the strongest among postoperative patients. Although internal health 
L O C assists in predicting patient satisfaction with pain management, it did not 
contribute much in the prediction. The present study shows that patient with 
postoperative pain mainly present with powerful others L O C orientation. Whereas 
previous studies demonstrated intemality beliefs were the strongest among people 
with chronic illness (Gibson & Helme, 2000; Pang et al., 2001; Wallston et al., 1994). 
The present study employed those patients with acute postoperative pain condition 
while the previous studies (Gibson & Helme, 2000; Pang et al., 2001; Wallston et al, 
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1994) mainly included patients with chronic pain or illness. The findings indicate 
the need for further study to examine the relationship between these variables. 
Since one of the major barriers to effective postoperative pain relief has been the 
patient's reluctance to ask for analgesics (Oates et al., 1994), the use of PCAhas 
therefore, been widely advocated as the best method for improving analgesia 
postoperatively. P C A techniques provide the patient with control over their pain and 
remove the bias of the medical and nursing staff. The effectiveness of P C A as a 
means of analgesia appears to be related to the patient's personality and their health 
LOG. The findings of this study also found that MHLCI, M H L C D and M H L C O had 
inverse correlation with pain intensity and interference of pain. This is consistent 
with previous research which showed that chronic pain patients with a predominantly 
internal L O C reported decreased pain intensity and less mood disturbance (Jordan, 
Lumley, & Leisen, 1998). Besides, previous studies demonstrated that patients with 
internal L O C have more active, self-directed coping strategies (Harkapaa, Jaervikoski, 
& Vakkari, 1996; Melding, 1995) and better compliance with treatment protocols 
(Harkapaa, Jaervikoski, Mellin, Hurri, & Luoma, 1991). Thus, patients with internal 
L O C orientation may help to contribute greater satisfaction with pain management. 
In contrast, a chance L O C is thought to be associated with greater self-reported 
pain (Toomey et al., 1991), higher levels of depression (Skevington, 1983) and the use 
of maladaptive coping strategies, such as catastrophising mentality (Crisson & Keefe， 
1988). It is suggested that specific L O C beliefs may represent an important target 
for therapeutic intervention. Therefore, pain control beliefs can be altered by 
cognitive behavioural treatment programs, with the majority of patients exhibiting a 
marked increase in the sense of personal control (Lipchick, Milles, & Covington, 
1993) and a concomitant reduction in attribution of chance or powerful others. 
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Internal L O C was positively related to the use of coping self statements, increased 
behavioural activities and self rated ability to control or decrease pain, whereas high 
internal control was associated with lower levels of pain and perceived interference 
from pain. A powerful others L O C was related to an increased use of praying and 
hoping, where as a chance L O C was accompanied by increased catastrophising, use of 
diverting attention, a reduced ability to decrease pain and greater self rated 
interference from pain. Chance L O C also significantly associated with increased 
pain, depressive symptoms, and impact on physical and psychosocial activities 
(Gibson & Helme, 2000). 
Nevertheless, it has been argued that the elderly may exhibit a more external 
L O C when confronted with health related problems (Melding, 1995) and older male 
chronic pain patients appear to rely more heavily on factors of chance and powerful 
others (Buckelew et al., 1990). Age also appears to moderate the relationship 
between locus of control and coping with stressful events. A n internal L O C is 
associated with increased self blame and use of esc ape-avoidance in young adults but 
a reduced use of such strategies in the elderly, whereas a powerful other L O C was 
positively related to the use of problem solving in older persons and negatively related 
in young individuals (Blanchard-Fields & Irions, 1988). Previous studies 
demonstrated that older patients exhibit a strong trend for higher scores on the 
powerful others dimension of pain control. This apparent shift toward an external 
L O C with advancing age may simply reflect a more mature and pragmatic view of the 
world because many health problems and circumstances are indeed beyond direct 
personal control (Melding, 1995). However, the stronger external locus in older 
patients would be expected to impact upon psychological and behavioural adjustment 
to pain and upon the relative efficacy of different modes of treatment. In this study, 
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no relationship has found between age and LOC. 
One of the potential applications of the L O C scale is in providing patient 
information relevant to the selection of treatment programs (Wallston et al., 1978). 
For instance, it has been argued that a person with a strong internal L O C would 
favour a self management approach to health maintenance, while those with a 
powerful others orientation may prefer to follow a doctor's advice or a structured 
program from health professionals. It is suggested that replication of the study on 
the same area with postoperative patients is in need. In turn, a certain finding can be 
obtained through comparison. 
Beliefs about Pain 
Little attention to date has been paid to the interface of beliefs with recent 
developments in the field of pain management. The delivery of pain management 
services may not always be reflected in the content of assessment tools. Although 
beliefs have been heavily studied in the context of behavioural interventions, they 
have been less studied as they apply to interventional strategies in current pain 
management. Patients vary widely in their openness to reporting pain and their 
subsequent willingness to use pain medications. A growing literature has examined 
specific attitudes about pain, the use of pain medications, correlates of negative 
attitudes, and the impact these attitudes have on compliance. 
The results in this study demonstrated that beliefs about pain is one of the 
significant predictors and correlated inversely with patient satisfaction with pain 
management. It speculates that the higher the misconceptions the patient possesses, 
the lower the patient satisfaction with pain management. Patients，responses to 
survey questions in the larger study (McNeill et al., 1998，2001) showed little 
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agreement with those corresponding belief statements. Compare with these studies, 
the present study also showed little agreement with most of the belief statements. It 
became clear that even though patients expressed disbelief of myths on the written 
questionnaire, their behaviours at the time of pain were based on these beliefs. 
The major misconceptions and concerns of patients with pain and pain 
management are fatalism, fear of addiction, desire to be a good patient, concerns 
regarding side effects, fear of distracting one's physician from treating the disease, 
concerns about tolerance, concern that increased pain means progression of disease 
which may hinder to achieving optimal pain control and inhibit patients from 
reporting pain (Ward & Gatwood, 1994). Misconceptions and concerns regarding 
addiction and tolerance to opioid analgesics and patients' desire to be “good，, have 
been reported in the United States (Ward et al., 1993). Wills and Wootton's study 
(1999) indicated that Hong Kong Chinese patients have the same concerns regarding 
the use of opioid analgesics. The respondents' fatalistic beliefs are a major 
hindrance to optimizing pain control because they believe that cancer pain cannot be 
relieved by medications. Fear of addiction was a major concern for the respondents 
as they believed that opioid analgesics should be administered only as a last resort. 
Regarding a desire to be “good,，，the patients reported that they would prefer to 
disturb nurses rather than physicians. Similarly, Sherwood et al. (2000) studied the 
patients response from the qualitative perspective that indicated continuing concerns 
about addiction to pain medication and the belief that pain should be endured. 
Besides, previous studies found that patients do not wish to "complain" and to 
be considered as "bad patients", because of coping badly with pain (Lavies et al., 
1992; Salmon & Manyande, 1996; Von Roenn et al., 1993). Chinese patients may 
be reluctant to report pain because of their desire to be considered "good" patients by 
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health care professionals. Because Chinese culture places more emphasis on 
harmony in social relations than on the expression of potentially disruptive and 
distressing emotions such as pain (Lee et al., 1995), the needs of individuals are often 
suppressed for the good of society. Therefore, Chinese patients are reluctant to 
report pain in order to conform to the societal norm of a “good，，patient. Patients 
may feel that physicians might blame themselves if they report pain. In order to be 
considered as "good" patients, Chinese patients may refrain from interrupting the 
work health care professionals were doing just to ask for pain relief (Wills & Wootton, 
1999). Likewise, Tsui et al. (1996) found that the commonest reasons for 
dissatisfaction with pain management were inadequate pain relief, nausea and 
reluctance to self-control analgesic administration. Some patients in their study who 
preferred to tolerate moderate pain than request P C A boluses in order to minimize the 
side-effect. The situation improved when routine prescription of intravenous 
metoclopramide on the patient's request was incorporated into the pain management. 
However, their study did not investigate patients' misconceptions related to the use of 
opioid analgesics. 
Although concerns about addiction, fatalistic belief, desire to be a good patient, 
concerns regarding side effects, fear of distracting one's physician from treating the 
disease, are strong beliefs among previous studies, it only shows little agreement in 
the present study. This difference may be explained by the presence of 
organizational factors that the acute pain service in the study hospital advocated the 
need for better pain management and launched the postoperative pain management for 
the healthcare professionals at the time the study was conducted. This advocacy 
increased health care professionals' awareness for the need for expedient pain 
management. Therefore the patients have been received verbal or written 
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information about the importance of their pain management before or after surgery. 
Yet, the patients of the present study still possess the strong beliefs about opioid 
analgesics should be administered only as a last resort and concern that increased pain 
means progression of disease. To some patients, increasing pain signifies disease 
progression, and admitting to pain means admitting that the disease is advancing. 
Additionally, some patients have misconceptions about tolerance and assume that pain 
medication, when used too early, will not be effective if their pain increases. The 
preconception can be dispelled by education program on pain management. 
It is well documented that patients' attitudes and beliefs can be influenced by 
contact with authority figures such as nurses, and that patient concerns regarding 
tolerance and addiction may be influenced by nurses who refuse to administer 
medication until patients report pain. Although this study addresses only the patients, 
it would be a great mistake to assume that they are the only group needing education. 
Therefore, health care professionals need to assess the needs and concerns of each 
patient accurately and avoid stereotyping. Most importantly, health care 
professionals must encourage patients to express their pain and need for pain control. 
Studies in the United States have shown that education programmes are effective 
in reducing patient concerns about pain medications (Fielding, 1994). Therefore, it 
is vitally important that nurses educate patients regarding the use of analgesia and 
dispel misconceptions and concerns. Healthcare professionals often maintain that 
patients' experience of pain is a culture-bound phenomenon (Jones, Rimer, Levy, & 
Kinman, 1984). A classic study on pain documented the fact that culture plays a 
major role in shaping and influencing patients' behavior during illness. The study 
reported that patients from various ethnic groups responded to pain differently 
depending on their family backgrounds (Spector, 1996). 
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Patient reports of myths and misconceptions about pain that influence their 
responses to pain are consistent with Bates' biocultural model of pain (1987). One's 
beliefs and cultural background have an effect on pain management, the meaning one 
assigns to pain, and level of satisfaction. Many participants reported beliefs that pain 
was inevitable for certain situations and thus to be tolerated. Perhaps the experience 
of pain even validated the illness experience. There is a need to understand the 
connection between patients' beliefs and experience. 
Each patient is unique with their own cultural background, personality, previous 
experiences and beliefs, all of which can influence their pain experience. Sadly, this 
may explain why many patients still expect to tolerate and cope with pain following 
surgery (Kuhn, Cooke, Collins, Jones, & Mucklow, 1990). Strong et al. (1992) 
recognized that compliance with treatment, the ability to cope with pain and the 
outcome of treatment are all influenced by the individual's pain beliefs. 
Unfortunately, most of the scales used in the chronic pain setting are unsuitable for the 
postoperative period. Although only a minority of patients are likely to have 
aberrant views about pain and its relief, this study was unable to identify any clear 
factors which would allow easy identification of these individuals. Therefore, some 
form of preoperative assessment could help improving postoperative pain relief and 
patient satisfaction by selecting the most appropriate form of analgesia and 
information for each individual. Despite the advances in pain management, the 
incidence of pain remains high. Yet the future is promising, with new standards 
from the J C A H O paving the way for reduction of institutional barriers and improve 
implementation of pain management guidelines. 
The present study gives direction for future research into the provision of optimal 
pain management for postoperative patients in Hong Kong. However, the results are 
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only the views of a small group of patients admitted to one hospital at a particular 
time. This limited population may not represent the population as a whole and 
certainly not other pain situations or cultures. Besides, this study only included 
Chinese patients, it is well recognized that there are marked differences in pain beliefs 
between different cultures. Future studies need to include Chinese and other ethnic 
groups to compare their views and experiences with pain management. It is also 
important to investigate knowledge and attitudes toward pain management among 
health care professionals and family members of patients in Hong Kong. Equally 
important, patient beliefs should be compared with those of health care professionals 
because nurses and physicians play an influential role in supporting or refuting patient 
attitudes toward pain management. It should be noted that age differences in beliefs 
about postoperative pain and potential barriers to adequate use of analgesics have not 
been studied. Future studies also need to address these issues. Eventually, it is not 
enough merely to set up programs to educate patients and health care professionals. 
It is desirable that culturally specific education programs be provided to dispel patient 
misconceptions and concerns regarding the use of opioid analgesics. The 
effectiveness of such interventions needs to be evaluated in the hope that pain 
management can be improved for all patients. 
Education on Pain and Pain Management 
In this study, attitudes to pain varied greatly and these results confirm the 
findings of other studies performed immediately before or after surgery (Brydon & 
Asbury, 1996; Scott & Hodson, 1997; Warfield & Kahn, 1995). These show that 
there is little or no understanding of the nature of postoperative pain or of the methods 
currently available to treat it. Most people expect to experience pain following 
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surgery. Also patient satisfaction with pain management was generally high, even 
when patients reported high levels of pain. However, the most likely reason for such 
a high degree of satisfaction and lack of adverse reporting is a lack of knowledge 
amongst patients themselves of postoperative pain and the options available to treat it. 
Following major abdominal surgery, both pain and the drugs conventionally used to 
treat it contribute to postoperative morbidity especially with regard to pulmonary, 
cardiovascular and gastrointestinal complications (Scott & Hodson, 1997). The 
findings of this study also showed that educational level had positive weak correlation 
but a significant predictor of patient satisfaction with pain management. It implies 
that the higher the level of education of patients, the higher the patient's satisfaction 
with pain management. The reasons behind may be that patients with higher level of 
education understood postoperative pain and have less misconceptions about pain and 
pain management. 
In 1990, the Royal College of Surgeons and the College of Anaesthetists 
published an important report on pain after surgery. Among its recommendations 
were the formation of acute pain teams, increased resources for delivering and 
monitoring pain relief, and the improvement of education of staff and patients. The 
first two recommendations have been widely accepted but little attention has been 
paid to patient education. A first step towards improving patient education is to 
understand how patients perceive pain following surgery. Many patients believe that 
pain is inevitable or even necessary after surgery (Hume, Kennedy, & Asbury, 1994; 
Oates et al., 1994). The beliefs and preconceptions about postoperative pain which 
they hold on entering hospital may influence both their expression of pain and their 
desire for its relief. This may limit the effectiveness of the available pain relief 
facilities. Most of patients appear to have realistic attitudes which are conducive to 
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adequate pain relief after surgery. However, some individuals do hold beliefs which 
could hinder their attainment of optimal pain relief. This group of patients must 
identify preoperatively in order to improve subsequent postoperative analgesia. 
Recently, the J C A H O (1999) standards emphasize three key areas: patient and 
staff education, pain assessments, and quality assurance programs. The standards 
promote education tailored to the patient's needs, and address underlying cultural and 
social attitudes impeding pain management. Then, from admission to discharge, 
patients will be regularly assessed and treated for pain. The standards also promote 
education of providers. Undoubtedly, education can help address those fears and 
promote opioid-sparing modalities. 
A study indicated that patients who receive preoperative teaching report better 
pain control and satisfaction with pain management postoperatively (Knoerl, 
Faut-Callahan, Paice, & Shott, 1999). It has been suggested that the preoperative 
management of anxiety (Perry et al., 1994) and patient expectations (Jamison et al., 
1993) can improve pain control. Thus, future studies should assess the role of 
preoperative education and reassurance regarding the enhancement of effective P C A 
use in patients and importance of pain management. 
Previous studies suggested that patient education is needed to overcome lack of 
knowledge, fear of addiction, side effects, and unrealistic concerns about taking pain 
medications (Kuperberg & Grubbs, 1997; Riddell & Fitch, 1997; Ward & Gordon, 
1994) and to reduce tendencies to suffer in silence (Malek & Olivieri, 1996). It is 
evidenced that patients who are taught ways to manage their pain, particularly though 
early intervention, report higher satisfaction (Pellino & Ward, 1998). 
Sherwood et al. (2003) emphasized that patient education is a determining factor 
in patient satisfaction. It must be completed in a manner and at a time that will make 
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a significant impression on the patient and his or her family members. Handing a 
pamphlet to a patient is unlikely to be sufficient. The patient and his or her family 
members need to hear sincere dialogue from health care providers that pain 
management is an important concern and that the patient's role is to report pain at its 
earliest perception and keep health care personnel aware of the effect of interventions. 
Patients are influenced by the responsiveness and timeliness of clinician responses 
when requesting assistance with pain management. Although this may not seem a 
high priority in a busy surgical unit, a show of concern bodes well for the patient's 
overall impression of attention. 
In order to reduce the barrier to effective pain management including lack of 
intensive education of patients and health care providers, patients should be taught 
that pain management is part of their standard treatment. Health care professionals 
should be educated about available and existing modalities for pain treatment and 
dispel myths regarding pain management. Although patient satisfaction remains 
high, this should not obscure the need for aggressive treatment. 
Meanwhile patients' satisfaction with pain management is the key measure to the 
success of a pain management system. Nurses can nurture therapeutic atmosphere 
through effective communication skill, provide information to enhance the sense of 
control, use feasible aids and information to facilitate positive learning for combating 
patient's knowledge deficit. 
Conclusion 
In summary, the aim of this study was to examine the correlates and identify 
predictors of patient satisfaction with pain management among postoperative patients. 
The researcher was interested in investigating the magnitude of the relationships 
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between the selected physical, psychosocial variables and patient satisfaction with 
pain management. The researcher also examined the most significant predictors of 
patient satisfaction with pain management among those selected variables. As 
indicated by the results, six variables including M H L C O , beliefs about pain, current 
pain intensity, MHLCI, education and the worst pain intensity are reported to have 
significant correlation with patient satisfaction with pain management. These six 
variables explained 46.1% of the variance in patient satisfaction with pain 
management among Chinese postoperative patients. It is anticipated that with a 
careful consideration of these problems encountered in the present study, it might help 
to generate a possible explanation in future research. Therefore, the findings of this 
study could encourage nurses to incorporate such predictors into their pain 
management strategy and take special care for postoperative patients. Consequently, 
the researcher discusses the implications of the study for nursing practices, makes 




LIMITATIONS, IMPLICATIONS, RECOMMENDATIONS 
AND CONCLUSION 
Introduction 
This chapter presents the limitations of the study, implications for nursing 
practice, recommendations for future practice and research based on the findings and 
conclusions about the study. Most importantly, the role of nurses in pain education 
and management of postoperative patients will be highlighted in this chapter. 
LIMITATIONS OF THE STUDY 
There are several limitations in this study that are worth noting. First of all, this 
study employed a selected sample of postoperative patients undergoing abdominal 
surgery in the surgical unit of a regional hospital in Hong Kong. They were all 
recruited by convenience sampling thus the findings may not be representative to all 
Chinese postoperative patients in Hong Kong or other population. Therefore, 
generalization from the findings of this study to the population of postoperative 
patients are limited by the nonrandom sample, the absence of non-Chinese speaking 
or other ethnicity participants and those of vulnerable populations, such as children or 
mentally retarded adults. Therefore, since this convenience sampling method is only 
a type of non-probability sampling, the samples chosen cannot represent the target 
population (Portney & Watkins, 2000). Although it would have been preferable to 
obtain the sample by random sampling method, this option was not feasible in this 
study because of the limited accessible numbers from the target population in the 
94 
study hospital. 
Secondly, the research design of this study is cross-sectional nature because this 
study involves the collection of data at one point in time. Its findings are limited to 
describe the relationships between patient satisfaction with pain management and the 
selected variables among the Chinese postoperative patients. Moreover, pain and 
patient satisfaction are personal and subjective feelings, and data were collected at 
different time interval may affect the findings. It is also inappropriate to make 
conclusions that patient satisfaction with pain management is influenced by these 
variables. As potential bias may exist in the data due to cross-sectional design. 
Future research should extend the present findings by evaluating the associations of 
physical and psychosocial variables with patient satisfaction with pain management in 
a longitudinal fashion. The longitudinal design would allow for personal 
characteristics to remain relatively constant and differences in perception among 
postoperative patients according to those explored factors over time can be observed 
(Portney & Watkins, 2000). 
Thirdly, the heterogeneity of the sample in several areas limited the conclusion of 
the study as it is not possible to control the type of surgery, diagnosis, disease stages, 
socioeconomic status, the method, type and dosage of analgesic given. Despite the 
efforts made to maintain the homogeneity among the study population, it was noticed 
that subject differences still existed in relation to the educational level and 
occupational status. In order to preserve the effect of the variable being studied, a 
statistical adjustment to control these covariates did not appear to be an optimal 
method in reporting the data (Pedhazur, 1997). Hence, the generalizability of 
finding could be affected. 
Fourthly, the findings may have been limited by the reliability of the 
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questionnaires. Although the internal consistency of the total questionnaire was 
adequate, the test-retest reliability of the translated instrument (Chinese version) had 
not be conducted due to time constrain. According to Waltz, Strickland and Lenz 
(1991), test-retest reliability is more useful for measures of enduring attributes than 
for changeable states such as pain intensity and for affective rather than cognitive 
measures. Additionally, the Cronbach's alpha was used to measure the homogeneity 
of all items of the instrument; the low value reported in internal consistency of this 
translated instrument may not reflect the true scores from the participants. There 
was a lower reliability estimate for the translated beliefs about pain subscale, possibly 
due to the heterogeneity of the population in the current sample compared to the 
cancer patient population in the study conducted by Ware et al. (1993). It is 
recommended that these items be modified. Alternatively, additional items could be 
added to tap other beliefs that may be more common among the Chinese population, 
such as pain as punishment for misdeeds or needing pain medication indicates 
weakness. Another possibility of the lower score in reliability coefficient may be 
attributed to the inconsistent wordings used in the instrument (Portney & Watkins, 
2000). Since the original instrument is written in English, translation is required 
especially for the Chinese participants in the study. After translation, the original 
meaning of some terms in the instrument might have been distorted. Actually, two 
persons were responsible for the translation and back-translation of the instrument and 
they had no communication before or after the procedures. Perhaps, the translated 
instruments need to be further tested in other groups of patients to check its reliability 
in future study. Moreover, responses to the open-ended questions are useful in 
validating the data obtained from the quantitative items and should be retained. Item 
11, ''ways of managing pain”, yields interesting data that are descriptive of the 
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specific population under study. Further investigations could include this item if 
pertinent to the study purpose. Finally, the interpretation of beliefs about the pain 
subscale should be made with caution. 
Lastly, only several factors are selected to explore patient satisfaction with pain 
management. As mentioned, there are plenty of variables that could be examined in 
relation with patient satisfaction with pain management. Since it is impossible to 
cover all dimensions of patients' perception on pain management and their pain 
experience in this study, the selection of factors is based on some clinical significance 
from the previous studies. Although various findings have been reported in the past 
studies, it is necessary to repeat the same issue with other possible factors and those 
factors which are insignificantly correlated with patient satisfaction in this study. 
Those significant factors affecting patient satisfaction with pain management in 
Chinese patients could then be identified. Actually, this study presents only a 
preliminary result in guiding future local studies on identifying contributing 
determinants to patient satisfaction with pain management in Chinese postoperative 
patients. Future research needs to address these limitations and perhaps focus more 
on the variables that appeared to significantly mediate patient satisfaction in the 
current study such as preoperative attitudes and preoperative anxiety. Collecting 
these data in future studies might provide added insights for predicting patient 
satisfaction and managing pain. 
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IMPLICATIONS FOR NURSING PRACTICE 
From the methodological perspective, it has been advocated that nurses in 
clinical practice or nurse researchers design interventions for pain management. 
There are several strengths to this study. The illiterate patients were also included in 
this study since data collection was conducted through face-to-face interview using 
structured questionnaire instead of completing the self-administered questionnaire by 
the participants themselves. Moreover, some patients were in a weak physical state, 
it was much more convenient for them to have an interview. Although 
self-administered questionnaires were economical, they were not appropriate for 
surveying certain populations such as the elderly (Polit & Hungler, 1999). 
Concerning objectivity, Miaskowski et al. (1994) pointed out the difficulty in 
obtaining honest, unbiased answers. Undoubtedly, patients' concern about how their 
responses may influence their continued care. In this study the interviewing nurse 
was not a direct care provider and could assure and emphasize to the patients that their 
participation will not affect the care they were receiving. 
Notwithstanding, the potential limitations, this study has made a significant 
contribution to nursing research, practice, education and management. Hypothesis 
significance testing tells researchers whether and how statistically significant are their 
findings, but not how effective the findings are (Cohen, 1994). To fulfill the latter 
criteria researchers must report effect sizes and confidence intervals (Harlow, Mulaik, 
& Steiger, 1997). This research reports statistical significance, effect sizes and 95% 
confidence intervals, a novelty in nursing research of this nature. By reporting these 
data the researcher has helped future researchers to better determine what effect sizes 
mean in relation to outcome measures, sample size requirements to detect these 
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effects and the likely power of their studies. Also, by reporting effect sizes and 
confidence intervals the research has given future researchers more data so that they 
need to rely less on making conservative estimates of effect size and power. 
The published data clearly indicate that patients are likely to suffer severe pain 
and to receive inadequate analgesia following major surgery (Brydon & Asbury, 1996; 
H u m e et al., 1994; Warfield & Kahn, 1995), which may result in unnecessary 
postoperative morbidity (Kehlet, 1994). The need to improve pain management 
among postoperative patients must be recognized and addressed promptly. Patients 
require better pain relief to avoid unnecessary discomfort. Nurses should pay 
attention to find out the underlying problems so that high quality of care could be 
provided. Although doctors are accountable for prescribing pain medicine, much of 
the responsibility for the comfort of patients rests with nurse. Pain management is 
an important aspect of surgical patient care relevant to all nurses. It is because 
well-controlled postoperative pain management not only could promote recovery and 
encourage early ambulatory, but also reduce postoperative complications, hence cost 
associated with prolonged hospitalization. However, most of the studies did not 
explore the factors which may contribute to patient satisfaction. Since the levels of 
patient satisfaction with pain management reflect the effectiveness of patients' 
perception towards the pain management, and that pain is a unique and subjective 
experience, nurses therefore, obtain information directly from the patients' point of 
view rather than relying from observation or from other person's perspective. 
The way a person defines pain influences attitudes toward pain. Health care 
providers are influenced in their approach to those in pain by their own beliefs 
(Cupples, 1992). They need to know how patients are constructing the experience to 
provide a personalized approach to pain management (Ebener, 1997). Dalton et al. 
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(1999) confirm that assessment and documentation of patients' pain is the most 
important task of clinicians. Most importantly, institutions must develop a 
multidisciplinary philosophy of pain management to be communicated to each patient 
on admission to provide patients the much needed education and inform patients of 
the routine assessment and follow-up treatment using pharmacological and 
nonpharmacological interventions (Federwisch, 1999). 
The most pressing clinical need is to have nurses and physicians working 
together in order to achieve good pain management based on professional knowledge 
and experience. It would be especially valuable to possess knowledge about all 
dimensions of pain as well as, the negative physical and psychological consequences 
of unrelieved acute pain. Structured standards for acute pain management, such as 
APS (1995), lASP (1992) and Clinical Practice Guideline (1992a), have to be 
established including: (1) the use of a reliable pain assessment tool which is valid for 
the patients and easy to use; (2) documentation of data in the patient's record which 
gives unrelieved pain 'a red flag'; (3) regular intervals for assessment and 
reassessment of pain intensity and pain relief; (4) guidelines for information to 
patients; (5) prescribed plans for pharmacological treatment, and (6) instructions for 
the use of nonpharmacological treatment. 
The introduction and regular use of advanced analgesic technologies such as 
P C A and E A also provide effective pain control. Each institution must develop an 
organized program in order to evaluate the effectiveness of pain assessment and 
management and to continuously educate the staff. Without such a program, nurses' 
and physicians' efforts to treat pain may become sporadic and ineffectual. This study 
has shown that, despite the presence of medical interventions, most patients reported 
an unnecessarily high level of pain. The lack of structured guidelines for quality 
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improvement may be one reason for this. It is obvious that nurses have to be more 
active and make sure that their interventions are effective. Nurse has providing an 
important role in patients in pain with cares and pain relief. Further research is 
needed in order to find out how to improve clinical use of available pain research 
knowledge. Patients' opinions of key factors which could be introduced or modified 
in order to improve the quality of pain management should be further examined. It 
is not enough to inform the patients that they should make known when they are in 
pain if they do not know why this is important or what kind of pain treatment they can 
expect to receive. 
It is important to have a better understanding of factors that contribute to patient 
satisfaction with pain management and with the understanding of their personal 
objective which can help nurses to identify weakness in pain management. In turn, 
the pain management training can intervene in time and prevent patients suffering 
from undertreated pain unnecessarily or unsatisfactory pain management and 
therefore, patients may have higher level of satisfaction with pain management. 
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RECOMMENDATIONS FOR FUTURE PRACTICE AND RESEARCH 
Use of APS-POQ on evaluation of pain management 
The convenience samplings method limits the generalizations of the study 
findings. The results are indeed preliminary but offer insight into the use of 
APS-POQ-Modified for evaluating pain management to those postoperative patients 
and provide direction for clinical use and ftiture research. The applications of 
APS-POQ had already been reported by different researchers in the American or in 
the Chinese populations (Chung & Lui, 2003; Lin, 2000; McNeill et al., 1998; 
Miaskowski et al., 1994; Sherwood et al., 2003; Ward & Gordon, 1994). In view of 
the variations in pain perception, routine postoperative evaluation on patient 
satisfaction with pain management is recommended in order to improve the quality of 
nursing practice and provide continuous quality improvement. 
Education on pain management 
Hunt (1995) pointed out that nurses still have misconceptions regarding to the 
used of analgesic which directly affect their delivery of care and made patients to 
suffer unnecessary pain after surgery. Postoperative pain management education 
should be provided to improve nurses' knowledge of pharmacological and 
nonpharmacological pain management. The Acute Pain Service is preferred to 
increase resources for delivering and monitoring pain relief, and to improve the 
education to health care professionals and patients on pain management. In addition, 
it is recommended to provide written information to patients who are going to have 
operation. Patients scheduled for operations are more likely to have more concerns 
about issues on pain management. It is not only helpful to alleviate patients，anxiety 
and fear, but also improve the patients' knowledge on pain management. In the 
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clinical settings, nurses can have difficulties in recognizing patients' misconceptions 
within a short period of time in preoperative phase especially for those passive 
patients. Written information can provide brief guidelines to improve patients' 
misconceptions about pain and pain management. 
With the goal of reducing the incidence and severity of postoperative pain, 
preoperative teaching must help patients understand how to communicate unrelieved 
pain, enhance comfort, and improve satisfaction. Consistent documentation of the 
scope of the pain management plan is essential for every patient (Starck et al., 2000). 
Patient teaching should be conducted in an environment conducive to concentration 
and interaction, and family members should be included. A pain history, clearly 
defined terms, explanations of pain rating scales, descriptive words for 
communicating pain, and nonpharmacological approaches should be core content in a 
patient teaching plan. Patient and provider should work together to establish a pain 
treatment goal. 
Moreover, continued efforts to optimize analgesic use in combination of 
nonpharmacological strategies will also improve the patient postoperative pain 
experience. Educators should promote the more aggressive use of multimodal 
analgesia to optimize patient's pain levels. As narcotic side effects were shown to 
increase length of stay and decrease quality of life, the use of combinations of opioids 
and nonopioids could provide analgesia while decreasing opioid side effects. 
Continuous quality improvement on pain management 
Acute pain continues to be problematic, even with an array of analgesics, 
guidelines by prestigious pain interest groups, and numerous clinicians teaching 
protocols (Starck, Sherwood, & McNeill, 2000). Effective pain management is 
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limited by inadequate knowledge, beliefs and attitudes of both patients and clinicians, 
and the interaction between provider and patient. Pain no longer has to be an 
expectation after surgery. Unrelieved postoperative pain should be treated as a 
serious adverse effect of surgery, not as an accepted consequence. Best practices call 
for an interactive partnership between clinicians and patients that encourage patients 
to participate in their own pain management (Sherwood et al., 2000). Both the 
patient and clinician have responsibility for assessment, implementation, and 
evaluation of the pain management plan. Suggestions from the participants were 
helpful in pinpointing specific pain management principles which will become 
priority areas for further assessment and intervention. Despite the overall high levels 
of satisfaction reported by patients, the prevalence of unrelieved pain and the fact that 
the use of patient satisfaction as an outcome measure has become increasingly 
controversial, the need for ongoing quality improvement efforts was apparent. The 
dichotomy of patients reporting high levels of satisfaction with health care provider's 
management of pain despite reporting significant level of unrelieved pain requires 
continued exploration (Ferrell, Whedon, & Rollins, 1995). If any doubt remains as 
to the importance of continued quality improvement and quality assessment in the 
area of pain management, one need only listen to patients. 
Lastly, few variables are explored in this study when compared with the large 
number of possible factors related to patient satisfaction with pain management. 
Other uninvestigated patient characteristics and situational factors may explain the 
remaining variance of patient satisfaction with pain management. Replications of 
some of the results as well as exploration of other variables are useful to build a 
stronger support for the idea and predict specific factors that could contribute to 
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patient satisfaction with pain management. Such knowledge would allow for the 
more specific identification of high-risk patients who could be the target for early 
interventions. Future studies on pain and pain management in hospitalized patients 
are needed to address the best practice approach to managing pain, and intervention 
trials will ultimately be required. 
CONCLUSION 
The results of this study highlight the need for identifying correlates and 
predictors to patient satisfaction with pain management from patients' perspective. 
Although patient-specific predictors were not helpful in identifying populations at low 
risk, they may provide a better understanding of pain and satisfaction with pain 
management. Understanding patient perception and identifying those predictors of 
patient satisfaction with pain management allows pain management programs or 
interventions to be tailored to an individual. This will maximize the pain 
management effectiveness while also minimizing the side effects of analgesia or other 
factors affecting the pain management outcome. 
The findings also support the importance of nurses identifying those 
postoperative patients in pain and planning the additional care needed to improve 
outcomes. Beliefs or misconceptions about pain is one of the significant predictors 
and correlated inversely with patient satisfaction with pain management. It 
speculates that the higher the misconceptions the patient possesses, the lower the 
patient's satisfaction with pain management. In particular, Chinese patients do not 
want to verbalize their feelings of pain or to ask for pain relief. Nurses are in the 
best position to carry out continuous evaluation, ongoing support and education to 
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their patients. Patients' education regarding the reporting pain and the use of 
analgesics and reporting pain are important in pain management. A structured 
preoperative program is essential in order to provide patients the information about 
pain control, together with encouragement for patients to be assertive and active in 
their pain management, such as reporting of pain or requests for adequate analgesics. 
Postoperative pain management has evolved in the last decade, the trend now 
being to utilize the patients' experience as an evaluation tool. Patient satisfaction 
information can be an integral part of program evaluation or ongoing quality 
assurance, addressing various facets of the structures, processes and outcomes of 
clinical care. The best use of patient satisfaction ratings is to examine trends and 
fluctuations that will assist in health service planning, evaluation and improvement. 
With the increase in inpatient surgeries, postoperative pain will continue to be a 
significant issue. Widespread public and professional education is required before 
further improvements can be made to such a universal and basic clinical problem. 
Much room for improvement still exists. In the studies reviewed and from the 
results of this study, a significant number of patients still experience high levels of 
pain postoperatively. The newer guidelines and technologies are still far from 
eliminating postsurgical pain and provide minimal significance in decreasing pain. 
The reasons behind this are complex, often due to extrinsic factors not related to the 
specific technology itself, for instance unavailability, lack of training, or suboptimal 
analgesic management. The solutions are few but promising. The study will 
prompt fixrther research to explore the factors involved in pain management 
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ACUTE PAIN SERVICES CHART 
DEPARTMEINT OF ANAESTHESIOLOGY，QUEEN MARY HOSPITAL 
Date Aii:iesthesioiogist(s) Pain Number j 
I 
Patient's Gum Label (if available) Diagnosis: • 
Name: ^ " . 
Operation: — 
HKID: ： ： 
Sex/Age: Medical Disease: • HT，• DM, 二 IHD, • COAD, • asthma, • others： ：  
W虹棚e士 PreoD.BP / , Bwt: _kg, G Emergency case, ASA: 1 2 3 4 5 
Dept.  
• Smoker • Drmker C chronic opioid/sedative user 
J i_: ••‘ 
— 1 '-；：：：：； 1 
Anaesthetic Technique Operation duration: nirc • postop mechaiucal ventilation 
n ga, • EA, • SA, • Other: 』 Blood loss: mi • ward • ICU/HDU D ICA 
Intraop IV opioid: fentanyl pg, aiientami -pg, morphine mg, pethidine mg, Other ( ) mg 
Analgesic Techniques:  
P C A morphine ； E p i d u r a l bupivacaine + fentanyl Epidural morpiiine 
Postop IV bolus in RR: mg Spacs: Epidural space:  
Background mfusion: mg/hr Bupivacame boius: _ _ Epidural morphine boius: mg 
PCA bolus: mg, l - b i - m a x :一m g Bnpiv 0.0625% 一 fent 3.3 ug/ml Time of injection at:  
Lock out m ^ ^ J 醒 了•观 rate:. — 暴 Epidural mfusion rate: mg/hr 
m m o r p h i n e ' | I n t r a t h e c a l m o r p h i n e O t h e r a n a l g e s i c t ec l in lq i ie ( s ) | 
Postop IV bolus: mg Spacs:  
！ Infusion concsntration: 0.5 ms/ml Intrathecal dose: mg 
I . . “ '--...1 • 
I Infusion rate: nig/hr Time of mjecnon: 一 
i - - 」 _ 
[ . [ n S A I B s： • keioprofen IM, [： diclofenac IM, • ketorolac IV. • paracetamol supp. • mdometha^STipp. ' other: 
P o s t o p e r a t i v e F o l l o w - u p S u m m a r y ： (please chan cumulanve PCA dose a加 T/G as recorded m PCA puinp)  
I hours postop I VAS RyC | PCA dose mg | PCA T/G | nausea | vommng j remar^ j 
postop day 1 j i i J 1 “ | 
postop day 2 I j I - ！ L. L “ j 
posiop day 3 I ！ | ！ — “ i 
PostOD day 4 i | I ！    
— ； “ I i j 
postop day 5 j ！ [ ！ ！ — ；^^UmillZZZZIIIZIIZ^ 
total duration： hi _ ^ ^^ ^ weakness • reinmbanon G others:  
J 丨 
, ： i 
I O V E R A L L S A T I S F A C T I O N ： ！ C o m m e n t s (please elaborate Upanem's overall sausfacnon rating is NOT GOOD). 
I 
丨 • Good • Unknown 
I I 





I ‘ ： 
i ]
！ 
1 EPIDURAL ROPR'ACAINE | | 
0 . 1 5 . F E N T A N Y L 2.0 -g/ml | 
• , [ 
—. .• / I \ 
Date: / i ！ 丨 . - i 
- 二 - - - - - — - “ “ • _ ^ • 
“ 
.—ACUTE PAIN SERVICES (APS), DEPARTMENl-OF-AJNAESTESgibLO^GY，QMH 
m m S J N G M S T R U C T I O N • ',. . . . • 
A. /: Please give EPIDUIIAL infusion of: 
• “ - • 
" • \ . . . . - . . : 
Local anaesthetic - NAROPIN (ropivacaine) 0.15% 
Opioid - FENTANYL 2.0 
Initial Rale - —ml/hour, range: 0 to ^ ml/hour 
• • • ‘ • -• • ； .... . • ........ • 
....... .... , . . . - ； . -
To make up the solution: mix ROPIVACAINE (Naropin) 0.75% (10 ml) + preservative free 
FENTANYL 100 microgram (2 ml) + normal saline 38 mi, total volume = 50 ml. 
B. If the patient still complains of PATN- despite the above epidural infhsion regimen, please give 
.牛 Pstiiidme ！ Morrfe/xe “― , mg M Q4H PRN. ； p delete as appropriate] • _ 
C. • • For nausea and/or vomitiiig: Metoclopraimde 10 mg IV Q4H PRN. 
- . . • ' : ••.-... ................. - ... 
- -
D . Monitoring of the following parameters: 
1. Continuous SpO, monitoring for at least the办<w/rrpostoperat iveiy， then if allovrabie 
2. QIH for BP/ Pulse, Respiratory rate, and Sedation Score 
3. forPain assessment (V/^ S & PS), Dermatome’ and Bromage Score (motor biock) 
4 Record Infusion concentration, Rate, Boius, IM Rescue Analgesics and Any complications 
• - '' . . .... , . “ / - - . … . . . . • - — — . . . - , . . . - - • - - .. .••.•.： . . . . . - -. ... ； .. - - ••-
,• /、.•...-〉、,:.:；：,:.:。.“：-... .,.、.:,:•：.：.:-•:- :.• - • . •• .: .:::..::.:...•:.•.......;-.:.::•.、..-..:'.,.- ： -...��... V ：..... . . . . . . . 
E. I N F O R M E M E R G E N C Y D U T Y Anaesthesioiogist as soon as possible, by calling 
— ex tens ion 5 6 9 8 if any one of the fo l iowing events occurs： 
^ 1. DUPLICATION in analgesic prescription: analgesic is also prescribed by clinician other than an 
AnaesthesioiogisL 
::: 2. The patientis SOMNOLENT (not arousabie), BRADYPNOEIC (Resp. Rate�lO/min), PaCO^ 
>7kPa, SpOj < 90%, or HYPOTENSIVE (systolic BP < 90 minHg). 
[Please S T O P epidura l iniusicm immedia te ly if any one of these occurs]. 
3. The patient wishes to terminate the treatment or switch to alternate therapy. 
4. Any problem associated with pain control or whenever nursing staff feels necessary. � ^ 
: : 5: ; : . Any INCREASE in muscle paralysis or sensory deficit during and after epidural catheter removal. 
- "‘ ...... 
E. : : : If the patient is NOT FOLLOWED UP by PMT/DA by 14:00 (2 p.m.) daily, please call anaesthetist on pain 
management duty Dr. . . , . . . . (via pager indicated below). 
F. Please keep at least one patent IV line until the APS monitoring ceased or epidural catheter is removed. 
G. ^ other medication or IV connector to be given/ connected to the epidural catheter. 
H. Keen Naloxone in ward for eniergency use 
Anaesthesioiogist-__ . … - : Signature: : 一、 — .__ 
Pain Nurse 7306 9578 (during office hours ouiy) 
Dr. Elise ChaiL . . 7306 9208 … Dr. CW. Cheung - 7306 9573 
： Dr-K-SrWong^ 7^306 9090 Dr.M.K-Yuai . 7306 9810 
Dr LibbvLse 7306 9903 Dr. CarinaCF..Li 7306 9260 
Dr.Timmy S-T:Yiien 7306 9253. Dr. S丄.Tsui . 7306 9080 (Head) 
• : • • - . . - . * � . i . . • . . . . 
WarniiK-s- TO 4VOID: SIPHONING： All Syringe Pumns SHALL Be Placed AT OR BELOW the Patients H R ^ T 
: ” ” - - “ updated Jul 2004 
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American Pain Society Patient Outcome Questionnaire-Modified 
1. Have you experienced any pain in the past 24 hours? 
一 (1) Yes 一 (2) No 
If you answered No to question 1, please stop now. If you answered Yes, complete the questionnaire. 
2. On this scale, how much pain are you having right now? 
0 1 2 3 4 5 6 7 8 9 10 
No Pain Worst pain possible 
3 On this scale, please indicate the worst pain you have had in the past 24 hours. 
0 1 2 3 4 5 6 7 8 9 10 
No Pain Worst pain possible 
4 On this scale, please indicate the average level of pain you have had in the past 24 hours. 
0 1 2 3 4 5 6 7 8 9 10 
No Pain Worst pain possible 
5. Circle the number below that describes how, during the past 24 hours, pain has interfered with your: 
A. General activity 
0 1 2 3 4 5 6 7 8 9 10 
Does not interfere Completely interferes 
B. Mood 
0 1 2 3 4 5 6 7 8 9 10 
Does not interfere Completely interferes 
C. Walking ability 
0 1 2 3 4 5 6 7 8 9 10 
Does not interfere Completely interferes 
D. Relations with other people 
0 1 2 3 4 5 6 7 8 9 10 
Does not interfere Completely interferes 
E. Sleep 
0 1 2 3 4 5 6 7 8 9 10 
Does not interfere Completely interferes 
6. Earlier in your care, did a physician or nurse make it clear to you that we consider treatment of pain very 
important and that you should be sure to tell them when you have pain? 
一 (1) Yes — (2) No 
131 
7. When you asked for pain medication, what was the longest time you had to wait to get it? 
(1) < 10 minutes (5) > 60 minutes 
(2) 11-20 minutes (6) Asked for medication, but 
(3) 21-30 minutes never received it 
(4) 31-60 minutes (7) Never asked for pain medication 
8. Was there a time that the medication you were given for pain didn't help and you asked for something more 
or different to relieve the pain? 
一(1) Yes 一 （2) No 
Ifanswered yes, how long did it take before your physician or nurse changed your treatment to a stronger or 
different medication and gave it to you? 
Inpatients: � < 1 hour 
(2) 1-2 hours 
(3) 3-4 hours 
(4) 5-8 hours 
(5) 9-24 hours 
(6) > 24 hours 
9. If you still have pain, would you like a stronger dose of pain medication? 
一 (1) Yes 一 （2) No 
If you answered no, please indicate why not? 
10. Please respond to the next seven items by circling the number (0, 1 ,2 ,3 , 4，or 5) that comes closest to how 
much you agree with that items. There are no right or wrong answers; we just want to know what you think. 
A. Pain medicine cannot really control pain. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
B. People get addicted to pain medicine easily. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
C. Good patients avoid talking about pain. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
D. It is easier to put up with pain than with the side effects that come from pain medicine. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
E. Complaints of pain could distract a physician from treating my underlying illness. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
F. Pain medicine should be "saved" in case the pain gets worse 
1 2 3 4 5 6 
Do not agree at all Agree very much 
G. The experience of pain is a sign that the illness has gotten worse. 
1 2 3 4 5 6 
Do not agree at all Agree very much 
132 
11. Which of the following pain control methods (if any) have you used postoperatively: 
Patient controlled analgesia 
Epidural catheter  
Pain injections e.g. Pethidine  
Oral analgesia  
Have you ever used any alternative approaches to control pain? 
一 (1) Yes 一 （2) No 
If yes please indicate which kind of method: 
DATE OF INTERVIEW LENGTH OF INTERVIEW  
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0 1 2 3 4 5 6 7 8 9 10 
不痛 你能想象的最痛 
4. 請圈出一個數字以表示你在過去二 +四小時內痛楚的平均程度° 
(假如零分代表完全沒有痛楚，十分代表最大程度的痛楚，你在過去二十四小時內的痛楚程 
度平均有多少分？） 
0 1 2 3 4 5 6 7 8 9 10 
不 - 你能想象的最痛 
5.請圈出一個數字以表示你在過去二 +四小時內受痛楚影響的程度： 
A . 曰常生活 
0 1 2 3 4 5 6 7 8 9 10 
無影響 完全影響 
B . 情 緖 
0 1 2 3 4 5 6 7 8 9 10 
無影響 完全影響 
C .行走能力 
0 1 2 3 4 5 6 7 8 9 10 
無影響 完全影響 
D.與他人關係 
0 1 2 3 4 5 6 7 8 9 10 
無影塑 完全影響 
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5. E. 睡眠 






























1 2 3 4 5 6 
非常不同意 非常同意 
C),好的病人避免談論痛楚。 
1 2 3 4 5 6 
非常不同意 非常同意 
D).止痛藥的副作用比痛楚本身更蔞1^<受° 
1 2 3 4 5 6 
非常不同意 非常同意 
E).向醫護人員提出感到痛楚會使他們無法專注治療我的疾病° 
1 2 3 4 5 6 
非常不同意 非常同意 
F).止痛藥應留待痛楚程度更嚴重時才使用。 
1 2 3 4 5 6 
非常不同意 非常同意 
G).感到痛楚代表病情經已惡化。 












— — ‘ “ PaioAlio, CaJifornia 
S E L F - E V A L U A T I O N Q U E S T I O N N A I R E STAI Form Y-1 
Please provide the following information: 
Name — Date _S  
Age Gender {Circle) M F 丁 
DIRECTIONS: ^ 
A number of statements which people have used to describe themselves are given below. % ^ 
Read each statement and then circle the appropriate value to the right of the statement to % \ 
indicate how you fee! right now, that is, at this moment There are no right or wrong % % 
answers. Do not spend too much time on any one statement but give the answer which ^ ^ % &卜 % 
seems to describe your present feelings best. 乂 � • 
1 2 3 4 
I. I feel calm,.. • - - • 
1 2 3 4 
2- I feel secure  
1 2 3 4 
3. I am tense    
. , 1 2 3 4 
4. I feel strained  
1 2 3 4 
5. 1 feel at ease -
, 1 2 3 4 
6. I feel upset  
7. I am presently worrying over possible misformnes 1 2 3 4 
1 2 3 4 
8. I feel satisfied  
1 2 3 4 
9. I feel frightened  
1 2 3 4 
10. I feel comfortable  
1 7 3 4 
I I .1 feel self-confident 麵 
1 2 3 4 
12. I feel nervous “ 
......…，1 2 3 4 
13. lam jittery  
., 1 2 3 4 
14. I feel indecisive  
j 1 2 3 4 
15. I am relaxed.  
1 2 3 4 
16. I feel content  
. 」 1 2 3 4 
17. I am worried  
, , 1 2 3 4 
18. I feel confused  
1 2 3 4 
19. I feel steady  
1 2 3 4 
20. I feel pleasant  












T 我 感 到 平 靜 “ I 1 I 2 I 3 I 4 
2. 我感到安心 1 2 3 4 
3. 我感到壓力 ‘ 2 3 4 
4. 我感到疲倦 2 3 4 
5. 我感到從容自在 1 2 T " 4 
6. 我感到心煩意亂 ‘ 1 T 3 4 
, 7. 我正在擔心有可能發生的不幸事情 1 2 3 
8. 我感到滿意 1 T 3 4 . 
T 我 感 到 害 怕 1 T 3 4 
10. 我感到舒服 “ 2 3 4 
1 1 .我感到自信 “ 1 2 「 4 
1 2 .我感到緊張 “ 1 ^ 3 4 
13. 我感到心神不安 ~ T " 2 3 4 
14. 我感到猶疑不決 “ 1 2 3 4 
15. 我感到鬆弛 2 3 4 
1 6 .我感到滿足 ‘ 1 ^ 3 4 
1 7 .我感到擔心 “ 「 2 3 4 
T ^ 我 感 到 混 亂 1 2 3 4 
1 9 .我感到鎭定 1 T 3 4 
20. 我感到愉快 ^ 1 2 3 4 
B名 
Appendix 6 
Multidimensional Health Locus of Control Form C Scale (MHLC) 
Instructions: Each item below is a belief statement about your medical condition with which you 
may agree or disagree. Beside each statement is a scale which ranges from strongly disagree (1) to 
strongly agree (6). For each item we would like you to circle the number that represents the extent 
to which you agree or disagree with that statement. The more you agree with a statement, the higher 
will be the number you circle. The more you disagree with a statement, the lower will be the 
number you circle. Please make sure that you answer E V E R Y I T E M and that you circle O N L Y 
O N E number per item. This is a measure of your personal beliefs; obviously, there are no right or 
wrong answers. 
i ^ U G H T L Y A G R E E ^ 
2 = M O D E R A T E L Y DISAGREE (MD) 5二 M O D E R A T E L Y A G R E E (MA) 
3二SLIGHTLY DISAGREE (D) 6 = S T R 0 N G L Y A G R E E (SA) — ^ ^ ^^ 
:——_—-- - — — SD M D ID ^MA SA 
— -^；.,. —… — —""‘• r 二—-〜…. 
1 If m y condition worsens, it is m y own behavior which determines how ^ 2 3 4 5 6 
soon I will feel better again. .{.[ 
2 As to m y condition, what will be will be. 1 2 3 4 : 5 6 
If I see m y doctor regularly, I am less likely to have problems with m y - 7 a ^ ^ 
3 . 丄 ： 二 ： 」 ； 斗 ： 〕 . ， 0 : 
condition. 丨 
4 Most things that affect m y condition happen to m e by chance. 1 2 : 3 4 5 6 
^ Whenever m y condition worsens, I should consult a medically trained 丄 2 3 4 5 6 
professional. 
6 I am directly responsible for m y condition getting better or worse. 1 2 3 4 5 6 
„__•—__� — — — “ “ — _ w - - w — . - “ ‘ ~ . 一 八 一 一 ” •--一-
7 Other people play a big role in whether m y condition improves, stays the ^ 2 3 4 5 6 
same, or gets worse. 
8 Whatever goes wrong with m y condition is m y own fault. 1 2 3 4 5 6 
— —— —__ _ ‘ _.,. _�,_• ^ ^ _. : , ———•—.—— — 了―“•—• ———— 
9 Luck plays a big part in determining how m y condition improves. 1 2 3 4 5 6  — — — — — —— — -.^― — 
10 In order for m y condition to improve, it is up to other people to see that ^ 2 3 4 5 6 
the right things happen. 
^ ^  Whatever improvement occurs with m y condition is largely a matter of 丄 2 3 4 5 6 
good fortune. 
12 The main thing which affects m y condition is what I myself do. 1 2 3 4 5 6 
13 I deserve the credit when m y condition improves and the blame when it ^ 2 3 4 5 6 
gets worse. 
_ _ . — - — — — '—； — — 
Following doctor's orders to the letter is the best way to keep m y 1 2 3 4 5 6 
condition from getting any worse. 
— — .-I- __ — . — — 
15 If m y condition worsens, it's a matter of fate. 1 2 3 4 5 6 
— — , —“••-— 
16 If I am lucky, m y condition will get better. 1 2 3 4 5 6 
If m y condition takes a turn for the worse, it is because I have not been ^ 2 3 4 5 6 
taking proper care of myself. 
— - — - -.、.-— — — — • : 









意見’以表示你對這信念同意或不同意的程度。[1 ]是表示非常不同意，而[6 ]是表示非常 
同意的，若你越同意，就圈出越大的數字；若你越不同意，就圈出越細的數字。請在下列各’ 
題中，圈出一個你的意見。這問卷只是想了解個人對健康的信念，答案並沒有分錯或對的。 
1 二非常 f同意 4 ：少！^同意 
2 -不同意 5 二同意 
3 =少許不同意 6 =非常同意 
1. 當我的病情轉壞時，我只有靠自己，才能夠早日康I 1 I 2 I 3 I 4 I 5 I 6 
一 
2. 有關我的病情，我可以做的，就只有順其自然。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
若定時見醫生，能夠減少我的病情出現問題的機會。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
大部份能夠影響我病情的東西，都和運氣有關。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
^每當我的病情轉壞時，我應向醫護人員請教。 1 _ _ 2 _ _ _ _ 5 _ _ 6 _ 
無論我的病情是轉好或是轉壞了，都是自己的責任。 1__2__3___4__5___6_ 
7. 無論我的病情是轉好、穩定或轉壞，別人的角色非常 1 2 3 4 5 6 
重要。 
無論我的病情出現了甚麼差錯，都是我自己的錯。 1 — ~ ^ 3 _ _ 4 _ _ 5 _ _ ^ 
我的病情能否得到改善，運氣是很重要的因素。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
"T^我的病情能否好轉，有賴別人正確的處理。 - 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
"TTT無論我的病情有甚麼好轉，都是因爲好運而已。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
1 2 .我自己所做的一切事情，是影響我健康最重要的因 1 2 3 4 5 6 
13 當我的病情好轉，這是我的功勞；當我的病情轉壞，1 2 3 4 5 6 
我亦要負上責任。 
14.嚴格遵從醫生的吩咐，是避免病情轉壞最好的方法。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
"T^如果我的病情轉壞，這是命運的安排。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
I如果我是好運的話，我的病情就會好轉。 1 _ _ 2 _ _ 3 _ _ 4 _ _ 5 _ _ ^ 
1 7 .如果我的病情轉壞，這是因爲我沒有適當地照顧自 ^ 1 2 3 4 5 6 
_ B ° 
18.我的病情能否早日得到改善，要視乎我從他人身上得 1 2 3 4 5 6 
到何種幫助° I I I I I I 
m 
Appendix! 
Case No.:  
Date:  
Patient Satisfaction Questionnaire-Modified 
O cd ^ $ bn O 纪 
LO ^ 0 口 <3 GO cd 
1. Since your surgery, you have been satisfied with the 
overall management of your pain. 
2. Your understanding of the pain control method was 
adequate. 
3. You are satisfied with the type of pain relief you 
received. 
4. If you were hospitalized again you would prefer to 
use the same method of pain control. 
5. The level of your pain over the last 24 hours has 
been acceptable to you.  
6. The explanation given for your pain management 
was adequate. 
7. You would recommend this method of pain 










1.自手術後至今’你對痛楚的處理感到滿意。 1 2 3 4 丄 
2.你對處理痛楚的方法有足夠理解。 1 2 3 4 5 
3.你對現在所獲得處理痛楚的方法感到滿意。 1 2 3 4 5 
4.若有需要再次入院，你會選擇相同的痛楚處理方法。12 3 4 5 
5.對於過去24小時內的痛楚程度，你是可以接受的。1 2 3 4 5 
6.有關你的痛楚處理方法，你已獲得足夠的解釋。 小 3 4 5 
r    
7.你會推薦現在的痛楚處理方法給別人 。 I 小 I 3 I 4 I 5 
Appendix 8 
Your participation and kindness support is very important to us. We would appreciate your input 
on the following survey so that we might f ind out factors which involved in pain management 
satisfaction on postoperative patients which in turn to provide better pain management. Your 
answers to this survey will remain confidential. Your participation is voluntary. 
Demographic Data Form 
1. Age:  
2. Gender: Male • Female • 
3. What is your level of education? 
Primary • Secondary • College • 
Tertiary • Postgraduate • Others please specify • 
4. Marital Status: 
Single • Married • Divorced/Separated • Widowed • 
5. What is your occupational status? 
Full-time employment • Part-time employment • Retired • 
Housewife • Full time student • Unemployment • 
If you are employee, please specify your occupation: 
If you have retired, please specify your occupation before retirement: 
6. Your diagnosis and types of surgery: 
7. Past history of surgery: Yes • No • 








2 . 性別： • 男 • 女 
3.你的教育程度： 口 小 學 • 中 學 • 大 專 
• 大 學 • 硏 究 口其他請註明 
4. immm ： • 未 婚 口已婚 
• 離 婚 或 分 居 • 配 偶 去 世 
5 . 你 現 時 的 工 作 是 ： 口 全 職 工 作 口 兼 職 工 作 
• 退休 口 家庭主婦 




7 . 你 以 前 曾 否 做 過 手 術 的 ： • 有 • 沒 有 
如果有，請註明是何種手術： 
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Appendix 9 _ 
T H E C H I N E S E U N I V E R S I T Y O F H O N G K O N G 
M E M O 
To : Ms. N g San Kwan 
The Nethersole School of Nursing 
From : Secretary 
Survey and Behavioural Research Ethics Committee (SBREC) 
Ext. : 6238 
Date : 14 June 2002 
Crrnntm^ the Avvlications for Survey and Behavioural Research Ethics Approval 
I would like to inform you that the S B R E C has granted the captioned approval to 
you to conduct the following research: 
Project Title : The Correlates of Patient Satisfaction with Pain Management 
among Postoperative Patients in Hong Kong 
Source of Funding ： Nil 
Reference, if any ‘ Nil 
Thank you for your attention. 
/I ll 
\ Sulan Wong 
c.c. Panel Secretary concerned 
m 
•••_•_•_••III•iimiiii••丨丨丨1丨 11niinniiinni 關 irwimnTiTmTnm-.m. 
缴 
瑪 麗 醫 院 
Appendix 10 QUEEN MARY HOSPITAL 
1 November, 2002 
M s Ng Sau Kwan, R N 
C2, ICU 
Q M H 
Dear M s Ng, 
Request for Permission for Outside Organisation 
to conduct Research Projects in Queen Mary Hospital 
P R O J E C T T I T L E ： The correlates of patient satisfaction with pain management 
among postoperative patients in Hong Kong 
RESEARCHER : Ms NG Sau Kwan 
REFERENCE NO. : RBOO 02-20 RC/177 
(Please always quote this reference number in future 
correspondence.) 
I am pleased to inform you that permission has been granted for you / yem 
organization to conduct the above-mentioned research project in Queen Mary Hospital on the 
conditions set out below: 
1. that the research will be confined to the activity and target group(s) laid down in the 
protocol mentioned in the application; 
2. that guidance from the QMH appointed staff will be followed; 
3. that the protocol has been approved by an ethics committee; 
4. that consent from patients/sta^shall be obtained; 
5. that any interference with hospital activities will be kept to an absolute minimuin; 
6. that your organization shall be responsible for the replacement / repair on cost of any loss 
of or damage to hospital properties and shall indemnify the Hospital Authority and the 
QMH against all claims for injuries or damage to any person or property arising from this 
activity' 
7. that the findings will not be made known to the public if they are deemed to be inaccurate 
or biased, and, 
8. that a copy of the final report will be submitted to the hospital. 
If you agree to the above conditions, please sign and return the attached copy to 
us before the research project commences. 
The Q M H appointed clinical staff as contact for the project is M s Nancy Li, 






Queen Mary Hospital 
ex. M s Nancy Li, W M , A / C 5 
•卩？院管现丨;^  jO^PokFu Lam Road. Ho,Kong 香港薄扶林道 102 號 
\ | | / r ^ T H O R V l i 電話:2855 3丨 IL 2S16 6366 厂"a.傳真：2 肌 H A m O / Q M ( R e v , 93 ) 
m  ••"••••••••••••iTTTMTinnrinniiiinimiwnnnmrmTnwnrmfnrrr 
Appendix I / 
i B f ^ 
丨 丨 S B A M E R I C A N P A I N S O C I E T Y 
i E^S^tV'HjlB^ A National Chapter of the International 
I Association for the Study of Pain 
I  September 16, 2002 
；! ；； 丨  ’ j.: 
Sau-kwan N g 
I Flat B, 21/F，Block 3 
丨  Grand Horizon 
TsingYi 
； Hong Kons 
I ' j . . 一 
丨 Dear Miss Ng: 
‘I Thank you for your interest in the APS Patient Outcome Questionnaire. The American 
Pain Society grants you permission to use this tool in your research project, "The . 
I Correlates of Patient Satisfaction with Pain Management Among Postoperative Patients 
in Hong Kong." 
‘i _ 
,1 Permission is granted for this use only, provided that the following credit appear along 
i w i t h the d o c u m e n t . 
:！ i ’‘ I 
Sincerely, 
, / 
Kelly J. Weed 
Assistant Editor 
American Pain Society 
kweed@amctec.com 
, . • • 
4700 W. Lake Avenue UBUpWlM^^iiMSf孤j^SS 丨 , " … • • 丄 M m m m v ! ^ ^ 
G l e n v i e w , IL 6 0 0 2 5 - 1 4 8 5 P .d t Treasurer Directors at Lan^e BILL McCARBERG, MD 
7^/375-4715 J^la.ashburn,mdmph dennis c. turk. phd william brettb t^, md sorkin, phd 
Fax 877/734-8758 Presidem-Bect Secretary 卩服丫 G. FIME, MD PETER S. STAATS, MD 
P .1 . r 广 • rresment tiecr SCOTT M. FISHMAN, MD 
E-mailmfo@ampamsoc.org CHRISTINE MIASKOWSKI, PhD RN FRANCIS J. KEEFE, PHD x^ cPKirQ 
, ,, / DEBRA B. GORDON, MS RN CS Executive Director 
h t t p : / / w w w . a m p a m s 0 c . o r g / Imn.ed.ate Past President 胁帳^ HArTHORmHWAITE. PHD .^THERINE H. UNDERWOOD 
I CRICHAi^ D CHAPMAN, PHD ！们 ADA lACOX, PHD RN . 
Appendix 12 
CONSENT TO PARTICIPATE IN RESEARCH 
PATIENT SATISFACTION WITH POSTOPERATIVE PAIN 
MANAGEMENT 
I hereby consent to participate in the captioned 
research conducted by N g Sau Kwan who is a Master of Philosophy student 
studying in the Department of Nursing at the Chinese University of Hong Kong. 
I u n d e r s t a n d tha t t he i n f o r m a t i o n o b t a i n e d f r o m th is r e sea rch m a y b e u sed in 
future research and published. I have been told that m y answers to questions will 
be kept confidential and overall finding may be present to other people or 
published, but no reference to any individual will be resulted. 
The aim of the project as set out in the attached information sheet has been fully 
explained. I have been informed that the interview is entirely voluntary. I 
acknowledge that I have the right to question any part of the project and that I am 
free to withdraw at any time. I have also been informed that m y participation or 
any refusal to answer question will have no effect on services that I may receive. 
I u n d e r s t a n d tha t sec t ions of any of m y m e d i c a l no tes m a y b e looked at b y 
responsible individuals where it is relevant to m y taking part in the project. I give 
permission for this individual to have access to m y records and agree to 
participate in this project. 
Name of participant  
Signature of participant  
Name of researcher  






















RESEARCH ON PATIENT SATISFACTION 
WITH POSTOPERATIVE PAIN MANAGEMENT 
You are invited to participate on a study conducted by N g Sau Kwan who is a 
Master of Philosophy student studying in the Department of Nursing at the 
Chinese University of Hong Kong. 
The aim of this study is to examine “the correlates and predictors of patient 
satisfaction with pain management among postoperative patients in Hong Kong". 
It is hoped that this information will help to understand the patients' level of 
satisfaction on pain management which in turn to provide better pain management 
intervention in the future. Your participation and kindness support is very 
important to us. W e would appreciate your input on the project so that we might 
find out factors which affecting the level of satisfaction with pain management 
among postoperative patients. 
The study will involve an interview using structured questionnaires within 72 
postoperative hours, which will take you about fifteen to thirty minutes. Your 
participation is voluntary, and that you are free to withdraw at any time, without 
giving a reason. This will not affect the standard of care you receive. All 
information related to you will remain confidential, and will be identifiable by 
codes only known to the researcher. If you consent to take part in the research 
any of your medical records may be inspected by the researcher for purposes of 
analyzing the results. 
Any questions concerning this project can be directed to Miss Ng, Sau-kwan (tel 
no. 2855-5840). 
Thank you for your interest in participating in this study. 
Yours sincerely, 
N g Sau Kwan 
Candidate, M.Phil, in Nursing, 
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